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GRADIENTS IN OPERATIONAL DESCRIPTION OF 
SCHIZOPHRENIC BEHAVIOR* 


BY 8. J. BECK, Ph.D., COMMANDER H. B. MOLISH, MSC. USNR, 
AND JEAN SINCLAIR, Ph.D. 


The matter of precise definition, nucleus that it is in any scien- 
tific task, has ever been a problematic one in schizophrenia. Some 
writers have wrestled with it head on; others have noted it with- 
out themselves attempting it. The majority of investigators have 
simply taken the disease as a fact and studied it without defini- 
tive statement of the behaviors which they are subsuming in their 
idea of schizophrenia. In numerous instances the definitions are 
in terms of concepts rather than of manifest behavior; and since 
concepts are known only through their overt manifestations, a 
wide range of behaviors may actually be screened by the same 
language in various writers. It is to be expected however that in 
schizophrenia as in any field the practical and busy people need 
to carry on their work by a rule of thumb, resting on their back- 
ground of experience. It is within such a framework of experience 
that the more specifically research-minded investigator begins to 
look for data by which to pattern-out regularities. His first step 
as he does so is: definition. The present paper reports some re- 
sults, the effect of which is to contribute toward (a) defining 
schizophrenia; and (b) toward doing so operationally. 

What behavior items are so characteristic of schizophrenia that 
their manifestations make for a very high probability of the dis- 
ease’s being present? Can the behavior items be so formulated 
that investigators will come to full agreement as to their overt 
presence or absence in an individual? To the extent that these 
questions can be answered in the affirmative, they help clear the 
path toward recognizing the disease. This report demonstrates 
the kind of answers that can be expected to these questions. The 
writers are here detailing the more recent results of an item 
analysis to which they have been subjecting some researchers’ 
judgments concerning schizophrenia. 

In a previous paper’ the writers present findings and describe 

*The findings here reported were obtained in a research, conducted under grants 


from the National Institute of Mental Health, Department of Health, Education and 
Welfare; Research Project MH 597. 
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the method by which they have attempted to measure differences 
and agreements in thinking concerning the behavior that makes 
up schizophrenia. In brief, the method (a) utilized a trait universe 
of 170 items; and (b) required each of four participants, two 
psychiatrists and two psychologists, to judge the degree to which 
each item is characteristic of schizophrenia, The judgments are 
on a 13-point (0-12) scale and the reader may recognize the Q 
technique as fashioned by Stephenson.’ For this phase of the re- 
search the four investigators were not judging any individual 
patient. They were rating “Mr. Schizophrenia.” That is they were 
stating their opinion as to how characteristic of schizophrenia 
each item in the trait universe is. To exemplify, item No. 42 reads 
“Circumstantiality in thinking.” It was judged as follows on the 
13-point scale: 


Prt-1* Prt-2 Pst-1 Pst-2 
8 7 11 9 


Any judgment higher than 6, or mid-point, means that the judge 
considers the behavior characteristic of schizophrenia. In the 
foregoing ratings, the four judges are agreed that circum- 
stantiality in thinking does point to schizophrenia. They differ 
only with reference to the degree in which they see the disease 
reflected in it. For another example, item No. 62 reads: “Blocked 
in thinking; in speech.” The judgments were: 


Prt-1 Prt-2 Pst-1 Pst-2 
4 9 5 7 


Here the psychiatrists disagree with each other, one judging 
the item as positive for schizophrenia, the other as not so. The 
two psychologists similarly disagree. Any rating below 6 means 
that the trait does not characterize schizophrenia,** and the 
further below 6, the less characteristic it is. 


*The abbreviations ‘‘Prt’’ and ‘‘Pst’’ are being used for Psychiatrist and Psycho- 
logist respectively, throughout the rest of this paper. The psychiatrists are Doctor 
Jerome Kavka and Doctor Ner Littner, and the writers are very grateful to them for 
their painstaking aid in this research. The psychologists are Beck and Molish. 


**By rating ‘‘6’’ or neutral the investigator is saying in essence that the presence 
or absence of this behavior has no meaning as to whether the patient does or does 
not suffer from the disease. The method and its application have been described in 
full in a monograph (Ref. 3) reporting two earlier researches, carried on in Michael 
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It can be seen then that the ratings at the two extremes of the 
scale are those in which the investigators most positively identify 
pathology. A “0” rating is as powerful an opinion as a “12,” a 
“1” as an “11,” and so on. To exemplify again, for item No. 50, 
“Language production is orderly,” the ratings were: 


Prt-1 Prt-2 Pst-1 Pst-2 
6 4 1 5 

Thus Pst-1 considers this item highly uncharacteristic of schiz- 
ophrenia. In probability terms, he would predict that a schiz- 
ophrenic will not be orderly in his language production. As seen 
too, the others do not support him in this strong view. One of 
the psychiatrists does rate 4, a much more moderate expectation 
of this finding; the other psychiatrist ‘sees the item as at “6,” 
neither essential nor not essential; the rating of the other psy- 
chologist, while leaning toward the absence of the trait as a pos- 
itive finding, judges it at “5,” or close enough to neutral to mean 
that its appearance is little. predictive of the disease. As to be 
expected, much variation will be found in four investigators’ ra- 
tings of 170 items. 

The writers’ curiosity now turned to the ratings by each inves- 
tigator at the two extremes of the scale. Which behaviors do 
these four researchers look on as, in their judgments, very highly 
characteristic of the disease? The answers were sought by inspect- 
ing for each investigator those items which he judged either at 
0 to 3, or 9 to 12, on the 13-point scale. The assumption is that 
these are the items which the rater feels most certain will help 
delineate schizophrenia, since these are the eight rating points 
that identify what he thinks least or most characteristic of the 
disorder. They represent, thus, the strongest convictions of these 
four workers concerning what goes into schizophrenia, and what 
is noticeable by its absence. 

Table 1 shows the number of items judged as in the 0 to 3 or 
9 to 12 ranges, at the extremes of the scale. An astounding amount 
of agreement appears as to quantity. But numbers are impersonal. 
They do not tell what the agreements are in the specific items and 
Reese Hospital, Chicago, in children and in adults. The research being reported here 
is a detail of a larger one that followed up the ones in Michael Reese Hospital and 


is a study of the course of schizophrenic children resident in the Orthogenie School 
of the University of Chicago. 
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Table 1. Ratings at the two extremes of the scale 








Number Percentage 
of items of 170 
Bb bs canes bi Wades on deo Chass ced 76 44.6 
POE Naan cbse eka bs <o0n soho Ks 76 44.6 
SS Bry Poe yee CL ORE PEN ERTL Pee ee 75 44,1 
WO A ieee ivisdgeeeereess 77 45.2 
Both psychiatrists, 
| ER ere merry rei 36 21.2 
Both psychologists, 
| ae rere ry 47 27.6 
All 4 investigators, 
GRAD BRINN 56050 pn 0.0.6.0.00:030.56 000 19 11.2 





Frequencies with which the investigators rated items as least characteristic (0-3) 
or most characteristic (9-12) of schizophrenia in general. 
what behavior is involved. It is conceivable that, in a trait universe 
of 170 items, the 76 so rated by Prt-1 should be entirely different 
from those chosen by Prt-2. It is conceivable but unlikely, and 
as conceivable and also as unlikely that they would be exactly 
the same ones. The inference appears a justifiable one that in a 
trait universe as extensive and inclusive as this, 45 per cent may 
be about the proportion of confidently-made judgments about 
schizophrenia that can be expected in any one person. In the light 
of all the doubts that the semanticists are throwing on the varia- 
tions in the meanings with which we use words, and in the light 
also of the necessarily hypothetical nature of our knowledge about 
schizophrenia, a percentage of 45 may be a gratifyingly high one. 

The more critical questions are, how many of the items are un- 
animously judged as at the extremes, and what are the behavior 
traits which they describe. Table 1 shows that there are 19 so 
placed by all four researchers. These 19 may thus represent the 
rock-bottom core of schizophrenic behavior. These items, with the 
ratings, are shown in the accompanying list. 

Any such unanimity on the part of four professional workers 
experienced in the field is a highly unusual finding and in itself 
would be a dependable index to the discriminating power in these 
behavior items. Power to discriminate does not, however, mean 
significance in relation to schizophrenia. To have such value the 
behavior traits themselves must originally have been selected for 
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their potential to describe this disease. This is, in fact, precisely 
how they were chosen, by the psychiatrists in the Psychosomatic 
and Psychiatric Institute of Michael Reese Hospital.* The present 
trait universe is, therefore, a set of data strictly from psycho- 








No. Item Prt-1 Prt-2 Past-1 Pat-2 
13. Obtains frustrated gratifications in autistic 

fantasy roles. ........eseeveccecvcenes 10 9 11 9 
16. Drive and energies mastered by intellectual 

COMETONS as ieee Veet sec cecoveeeteces 3 0 1 1 
51, Releases ‘‘pent-up’’ feelings through 

autistic fantasy. ........eceeeceeeveees 9 9 10 12 
53. Adaptive ability commensurate with basic 

SRPOUTEQONOD, 6. csc cccecccccceccvceces oe 1 3 2 


55. Has control of daydreams — maintains a 
clear distinction between them and 


PES iw cinbindvcnctavosbapseccnsieneds 1 2 2 1 
60. Withdrawn into fantasy, with affect and dis- 

oo EOE Be Rey Sener carey oreo 10 10 10 11 
78. Inadequate reality testing. ............06. 12 11 12 11 
83. Anxieties are adaptively mastered. ........ 0 0 3 3 
90. Unable to distinguish clearly between fan- 

tasies and reality. .........ceeeeeeeees 11 10 10 10 
91. Life’s problems solved autistically (includ- 

ing daydreaming). .........s+seseeeees 10 12 10 10 
96. Thought processes are regressive. ........ 11 9 11 9 


113. Projects: ascribes his own unpalatable or 
painful wishes and fears to persons or 


objects in his world. ..............0005 10 ll 10 9 
118. Confused, illogical thinking. ............ 9 9 12 10 
123, Egocentric logic—syncretistic thinking. .... 9 9 11 9 
125. Has adequate reality testing. ............ 0 0 0 2 
128. Can deal effectively with own life problems. 1 3 3 0 
138. Regressive themes in fantasy life. ........ 12 10 10 10 
145. Forms friendships readily, .............. 3 2 1 1 
154. Emotional warmth—able to sympathize with 

TNR ie SEs Ea vice cin cat cevieedec ee 2 3 1 0 





pathology, communications by the psychiatrists from their daily 
thinking and way of working. These are the raw empirical or 
“sense” data of this discipline. As verbal statements, they have 
been reduced as nearly as possible to a subject and a predicate. 
Each describes a narrowly circumscribed activity, an “operation.” 
The “universe” composed of the entire 170 is, in fact, an attempt 
at an operational definition of schizophrenia. To be sure it can- 
*The procedure is fully described in the monograph (Ref. 3). 
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not meet the operational test in Bridgman’s* sense of being re- 
producible in a laboratory. But each item does stand for an obser- 
vation of a behavior trait produced in nature’s laboratory and 
identifiable in the language of the trait descriptions. 


The behavior items can be appropriate descriptively but still 
of only surface significance. An immediately following question 
always is: What are the “source traits” (Feigl*) of which the be- 
havior items are the overt manifestations? This in turn gives 
rise to still another: What personality forces can be hypothesized 
to explain the interacting of the behavior traits into the person- 
ality structure under study—in this instance the personality struc- 
ture of schizophrenia? A theory of personality thus directed the 
thinking of the psychiatrists, as it did that of the two psycholo- 
gists—whether in using the Rorschach or in judging the items 
for schizophrenia in general. In essence it is an ego-affect balance 
theory. For the four researchers, therefore, each behavior item in 
the trait universe is an activity of a psychologic force; it is a 
surface phenomenon in which a personality dynamic expresses it- 
self. This is clinical theory, and its development is fully described 
in the 1954 monograph.’ The important result of that earlier re- 
search was in clustering the traits into factors and the factors 
into six schizophrenia patterns. Each of these patterns is a con- 
struct—representing the co-functioning of certain theoretical psy- 
chologic components, which issue in the specific schizophrenic 
picture. 

It becomes of interest here to inspect the 19 behavior items for 
which there was full agreement among the four researchers on 
the perspective shown by these personality components as a frame 
of reference. Are the certainties more frequent in some one of 
the psychologic spheres than in the others—in that of the ego as 





Table 2. The ‘‘most characteristic’’ schizophrenia behavior traits as distributed 
among the personality components 








Personality Component Items (as identified by their numbers) 
Defense organization ...... 13, 51, 55, 60, 83, 113 
Intellectual functioning .... 16, 55, 78, 96, 118, 123, 125 
Fantasy activity .......... 13, 51, 60, 90, 91, 138 
Social adaptation .......... 13, 16, 53, 83, 128, 145 


Emotional state ............ 51, 60, 83, 145, 54 
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manifest in intellectual functioning; in social adaptation; or in 
the pathways which the emotions take? Table 2, shows these fre- 
quencies synoptically. 

Judged by the number of items in each theoretical component, 
there is little differential among them in their contributions to 
the confidently-judged schizophrenic picture. The number of the 
items is about the same in each. Certain of them appear as mani- 
festations of more than one component. This is quite in accord 
with the theory of personality as consisting of interacting forces. 
A withdrawal into fantasy (No. 60.) is a defensive withdrawal, 
the attendant affect and distress are emotional activity; and the 
sophisticated student of personality can pattern out the other 
interrelations. A reading of the table shows then that the per- 
sonality complex so certainly identified as schizophrenia is a syn- 
thesis consisting most characteristically of (a) withdrawal and 
pathogeuic defense, with the adaptive items lacking; (b) disrup- 
tion in intellectual life, and little intellectual life of the orderly 
variety; (c) a fantasy living which is autistic and regressive; (d) 
a failure on the part of the ego to achieve constructive objectives 
socially, as well as self-absorption and recourse to restitutive 
expedients; and (e) various emotional manifestations, lacking, 
however, a controlled mode of release. 

So much for the items which the four investigators unanimously 
judged as in the ranges most characteristic of schizophrenia. But 
there were also other behavior manifestations in respect to which 
their judgments were in full agreement. Of especial interest in 
fact are the ratings at the center or in the neutral range, that is 
items judged, by these four researchers as neither indicating the 
presence of schizophrenia nor its absence. An inspection of these 
items can be looked upon as a control on the thinking of these 
four researchers, when the items are compared with the 19 “most 
characteristic.” What behavior aspects do the investigators look 
on as not informative with relation to the disease? The strictly 
neutral rating would be “6,” at dead center between the two ex- 
tremes. It was deemed more realistic to count the ratings in the 
range “5” “6” and “7,” the midpoint and one step on either side 
of it, as more representative of the “nondiseriminating” judg- 
ments than would be a rigid adherence to the “6” criterion. Again 
the rule of unanimity was used: All four rate the item within the 
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range 5-6-7, The total of these items is seven, or a percentage of 
4.1 for the 170. The.items are: 
2. Fantasies of cosmic identification. 
56. Metaphysical or philosophical ponderings of a vague, un- 
productive nature. 
57. Withdrawal from social contact; but not into autistic 
fantasy. 
80. Has fantasies in which the animate and the inanimate are 
confused. 
114. Afraid of fantasy—fears its content. 
121. Control and delay—general unrest. 
129. Mood is elated or excited, either or both. 
Their distribution among the theoretic personality components 
is shown in Table 3. The most striking finding in this table is 





Table 3. The behavior items nondiscriminating for schizophrenia, as distributed 
among the personality components 








Personality Component Items (as identified by the numbers) 
Defense organization ........ 2, 56, 57 
Intellectual functioning ...... (56%) 
Fantasy activity .........+.. 2, 80, 114 
Social adaptation ........... (2%), 57 
Emotional state ..........+. 114, 121, 129 





that items disclosing intellectual dysfunction are essentially lack- 
ing. Behavior traits showing lag in growth or loss in this respect 
are not among those identified as not discriminating schizophre- 
nia.. The ego’s role as critic, as integrative force, and central di- 
rective in the personality, is thus again being highlighted. Where 
it does act as critic and integrator there is not likely to be schizo- 
phrenia. 

The personality components which these few behavior items, 
judged as nondiscriminating, do show are, as Table 3 reveals: 
pathogenic or withdrawal defense; autistic fantasy; and the emo- 
tions as such. These will be commented on again in a moment. 

Still one other control of the results is available which the four 
investigators agree in calling schizophrenia. These are those be- 
havior manifestations concerning which they show no agreement. 
What are these items specifically? What is the implication in 
each for pathology? And what are the personality components of 
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which they are the expressions? There are nine such items, for a 
percentage of 5.3. As can be seen from the ratings, the two mem- 
bers of each discipline consistently disagree with each other (by 
the criterion of four rating steps apart, or three rating steps and 
assignment on opposite sides of neutral). In addition, there ap- 
pears to be no constancy of judgment for these nine items. The 
ratings show apparently haphazard scatter. A study of these 
items is again of the essence. Is it because these items are so 
idiosyncratic as formulated that the members of neither pair of 
investigators can agree with each other? If so, the reasoning is 
in order that there are differences which are less a function of 
the judges than of the item judged. Are the items so worded that 
they make for varying semantic reference? Do they ring different 
bells in each investigator? Or on the other hand, do they turn 
the spot-light on some symptom in schizophrenia concerning which 
there is real lack of stable information, with resulting inability 
to agree? Do they necessarily show schizophrenic loading—or 
shall one say, schizogenic? Or are they so only within the setting 
of certain personality structures? In any event there is too little 
meeting of the minds on these items. Together with the four ra- 
tings, they are: 








No. Item Prt-1 Prt-2 Pst-1 Pat-2 
9. Autistic fantasy is strongly experienced. .. 7 12 10 6 
22. Excessive irritability. ............eeeeee0: 5 8 6 11 
49. Emotionally improverished .............. 11 7 9 5 
68. Inefficient use of intellectual endowment. .. 6 10 6 9 
81. Little externalized affective response to 
Outer stimuli, ............0cccececcees 7 2 8 5 
82. Rigid hold on reality. ........c.seeeecvees 8 3 0 4 
97, Tantrums, and aggressive, self-assertive out- 
, SSR ne Soe ras, re 5 11 6 11 
168, Strong affects, accompanied by anxiety.... 6 11 8 5 
169. Has adequate concept of self. ............ 0 10 8 5 





The distribution of these as expression of the personality’s theo- 
retic components is seen in Table 4. The prominence of the emo- 
tional status is here clear. The lead therefore is to the question: 
In the field of the emotions and their manifestations, are obser- 
vers less able to agree as to whether they are seeing schizophre- 
nia? 
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Turning again to the “nondiscriminating” items, some readers 
on inspecting the content are certain to disagree—at least about 
some—as to their not being indicative of schizophrenia. “Fanta- 
sies of cosmic identification” (No. 2) and confusion of animate 
and inanimate fantasy (No. 80) would on the face of them seem 
to be schizophrenic behavior traits. Concerning the contingencies 
in the method, which may influence ratings so as to classify an 
item as nondiscriminating, the reader must again be referred to 
the chapter in the 1954 monograph’ on this topic. The reasoning 
developed there led to four conclusions (p. 163). These bear on (1) 
the individual investigator’s reliability in rating his items; (2) 
the actual difference of understanding, as between the investi- 
gators, regarding the clinical data involved; (3) inadequacy of the 
behavior as an indicator of schizophrenia although relevant to 
other psychopathology; (4) the fact that the item has little or 
no differentiating value, nosologically. 

It is the first two of these conclusions that highlight the present 
scientific challenge to the researcher. They point up the sine qua 





Table 4. Behavior items on which investigators show no agreement as distributed 
among the personality components 








Personality Component Items (as identified by their numbers) 
Defense organization ........ 82 
Intellectual functioning ...... 68, 82 
Fantasy activity ............ 9 
Social adaptation .......... 68, 82, 169 
Emotional state ............ (9%), 22, 49, 81, 97, 168 





non if a stable definition of a concept of schizophrenia is to be 
available, one enabling a dependable research into the disease. 
The behavior data observed need to be reported in such language 
that the researcher always applies each item to data that are as 
nearly as possible the same. The data must be so described that 
any two or more investigators will agree with statistically ade- 
quate frequency on the identification of the data they observe for 
assignment of the items. So an “operational” definition of schizo- 
phrenia can eventually be plotted. 

In a survey of the literature, the application of definitive be- 
havior items appears in a number of studies. One may cite a few, 
an almost random selection. Thus Rank and Kaplan‘ describe a 
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case of “pseudo-schizophrenia,” referred by pediatricians because, 
in his overt behavior, this child appeared psychotic. But the 
symptoms cleared up under treatment. They were the manifesta- 
tions of an acute anxiety. Would the present writers’ 19 “schizo- 
phrenia core” behavioral items, or any tested-out listing from 
them, have ruled out schizophrenia? Would the description grad- 
ients in a larger trait universe have more exactly identified this 
boy nosologically ? 

A paper by Mahler, Ross and DeFries’ is concerned with de- 
grees of schizophrenia in children. The title includes the term 
“schizophrenia-like.” These authors deal with differentials, which 
again raise the question as to how sharp and identifying are the 
discriminating criteria. By what definitive behavior items are the 
schizophrenics distinguished from the “schizophrenia-like?” Some 
thoughts on differentiating between schizophrenia and obsessive 
neurosis with schizophrenia-like symptoms are provoked in a 
paper by Stengel.* He accents the differential treatment implica- 
tions, with important considerations about relations to depression 
and to suicidal potential. The issue implicit in the present discus- 
ion is that of a controlled investigation in the kinds of patients 
whom Stengel discusses. What description-gradients appear in 
obsessive neurotics? And in suicidal individuals? Are these gra- 
dients, as compared with those in the writers’ schizophrenic 
groups, clinically plausible? Can a trait universe more appro- 
priate for Stengel’s patients be developed—one with gradients 
for more sharply defining such patients? 

The literature does, of course, concern itself with definitions. But 
these are usually in terms of concepts and of underlying person- 
ality forces. But since a concept is always known through be- 
havior, to think in concepts or forces is not to describe a person- 
ality, whether schizophrenic or other, operationally—that is, to 
plot out its form by readily identifiable behaviors. A paper by 
Bender and Gurevitz,’ reporting results of psychotherapy in young 
schizophrenic children, is developed principally in conceptual lan- 
guage. However, in a paper on childhood schizophrenia by Bender 
alone’”® she apparently makes behavioral data her point of depar- 
ture. While she speaks in conceptual terms the concept is outlined 
by operational data. 

Both manifest traits and concepts enter into the thinking of 
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another writer, Kameneva," who distinguishes the symptomato- 
logy in two degrees of schizophrenic involvement. Another Euro- 
pean, Serejski,” specifically dealing with classification and hence 
with definition, emphasizes the concept again, for example, dis- 
turbance of consciousness, without defining this through behavior. 

Other writers there are who speak about “symptoms” or “traits” 
in defining schizophrenia. The “traits” overlap much. The “symp- 
toms” are really larger behavior complexes. Symptom and con- 
cept are interchangeably discussed as though they were of one 
order of data. Kasanin and Rosen * show this dual and indefinite 
thinking in a paper on schizoid personalities, a paper which, as 
the conclusion shows, is basically oriented around behavioral ob- 
servation and thinking. 

One other writer requires mention in this condensed survey, 
Karl Menninger. Outward behavioral manifestations are his point 
of departure in a discussion on diagnosis oriented so as to point 
up treatment procedure. 

To return to the writers’ own effort, the difficulty which a sci- 
entific study of the individual qua individual encounters is that 
it is impossible to impose laboratory-type conditions on human 
beings in their everyday lives. But does difficulty make the prob- 
lem insoluble? Nearly 20 years ago when the operationalist dis- 
pute was a bit “hotter” than at present, Kantor’ evaluated the 
pros and cons of the issue, and one of his comments is: “The 
question has been raised whether the impossibility of direct or 
indirect observation precludes us from making scientific judg- 
ments concerning phenomena of whose existence we are reason- 
ably certain.” It is an approach to the requirement laid down 
in the thinking of Kantor and other operationalists that is being 
attempted here in the circumscribed statements of a trait uni- 
verse. It is clear, too, that an essential requirement is that the 
items must be relevant to schizophrenia and as seen in the fore- 
going, the psychiatrists provided the clinical data for the present 
trait universe. These data were converted into this research’s 
working items. Thus, this is taking up nature’s experiment and 
subjecting it to study in accordance with operational ideas. Finally, 
another proviso is indispensable, the working items must have 
meaning within the framework of a theory of schizophrenia. This 
consideration, however, is beyond the scope of the present paper. 
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In summary, in the results reported here, behavior items were 
extracted from among the “sense data” of the psychiatrist in the 
field of schizophrenia. These can be viewed as three descriptive 
gradients for schizophrenia. One gradient is a set of items that 
describe behavior traits which all four investigators agree are not 
informative as to the presence or absence of schizophrenia. A 
second set shows the four investigators consistently disagreeing 
with one another; and these matters are, therefore, behavior items 
concerning which opinions vary widely as to potency for describ- 
ing schizophrenia. The 19 agreement-items are the “pay-dirt” of 
this present item analysis. They describe the behavior data which 
are unanimously identified as highly characteristic of schizophre- 
nia. They can become the nucleus for a definition of schizophre- 
nia consisting of behavorial data. At the same time each of these 
items has its meaning in a theory of schizophrenic personality 
structure. The test of theory is prediction and verification. The 
19 items thus become a point of departure for describing schizo- 
phrenics and making predictions. To the extent that they work, 
they are a practical test of the definition inherent in them. 


Department of Psychology 
University of Chicago 
Chicago 37, IIl. 
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SOCIAL WORK’S RESPONSIBILITY FOR SOCIAL CHANGE 
IN THE MENTAL HOSPITAL 


BY HELEN PADULA, M. S. W. 


The new chemotherapies have risen in brilliant display over the 
psychiatric heavens. In their light, research workers look eagerly 
for that elusive path to an understanding of the functional psy- 
choses. Patients, families and staff discern, in a new star, promise 
of a therapeutic messiah. Legislators, over-eager to see the resolu- 
tion of their difficulties, read a cosmic message: budget reductions 
for state hospitals. 


That the new drugs are no chimera, all who have seen them 
used can testify. For instance, I recall the woman I met on Spring 
Grove (Md.) State Hospital’s most disturbed hall six months ago, 
a resident there for many years, disheveled, often wild, always 
haunted looking. Last week, after a course of thorazine, she was 
pointed out on her way to O.T. I would not have known her. 

Recently, a letter from a children’s agency inquired, as agencies 
do every so often, whether there had been any change in a mother 
that would alter their plans for her children’s placement. A re- 
view of the patient’s chart led to a guess from the last progress 
note that the doctor would suggest a cautiously hopeless reply. 
Nevertheless, when he was called, his voice was anything but grave. 
The patient had been on thorazine and had maintained amazing 
gains even when the thorazine was withdrawn. She was now plan- 
ning a convalescent leave. This was a woman who for 10 unvary- 
ing years lived only with the most disturbed patients, herself 
noisy, denudative, actively hallucinated. 

When a drug, when any new device, can bring two human beings 
even momentarily back from the dead, our hearts miss a beat. 
When chemotherapy brings hope where none existed before, not 
only for two or five, or, even, 25, but for many thousands of pa- 
tients, we are stirred as by a miracle. 

If the miracle does not, after all, quite come off, one is still 
thankful for this much; and psychiatric social work is eager as a 
profession to retool its program to the new requirements. Actu- 
ally, the specifications flow logically from the nature of the treat- 
ment. Whether electric shock, penicillin, surgery, thorazine, or 
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the recuperative powers within the person himself mediate in the 
disease process, the principles of social work practice remain con- 
stant. 

But, is the man who has the disease treated as effectively as his 
psychosis? 

Too often, as psychosis subsides, social crippling remains. No 
aftercare program—for long-hospitalized patients in particular—- 
ean ignore this fact. Serious scars were inflicted, at a time not 
so long ago, when the mental patient was an undesirable alien. 
He was deported to a hospital that was a poverty-stricken com- 
munity, already overcrowded, and that had little to offer as 
cure and much, unwittingly, with which to infect him additionally. 
Hospitals have improved and community attitudes changed—not 
enough but sufficiently to make that picture an exaggeration today. 

But hospitalization wnder any conditions involves surgery — 
social surgery. The patient entering the door is severed, in some 
degree, from the social unit in which he has functioned and, al- 
ready hurt, finds himself in an unfamiliar and often uncongenial 
world. 

Hospitalization, nevertheless, has two potential advantages over 
medical care given outside hospital doors: the concentration of 
treatment-resources, and the concentration of attitudes — made 
possible by separateness from the community—which can be a 
powerful means of re-education. 

Re-education takes place whether the hospital consciously in- 
tends to re-educate or not. The longer the patient’s residence in 
the hospital, the greater his susceptibility to whatever condition- 
ing the hospital culture imposes, and the more complete his am- 
putation from society. 

These facts supply psychiatric social work with its central chal- 
lenge. 

The challenge is not met simply by developing skills to help 
the socially crippled patient return to community living—although 
it is recognized how much skill that takes—but it demands an 
answer from the profession about what kind of responsibility will 
be taken for the social consequences of hospitalization and whether 
the profession is equipped to uncertake that responsibility. 

To put this in perspective, one may draw on local experience 
in Maryland for two things: what some of the social problems 
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are that confront the long-hospitalized patient and what concern 
with these problems has led the staff into. Maryland has no corner 
on the problem market. The problems are universal and the trends 
in social work—if as inherently determined by changing conditions 
as the writer thinks them—are no local product. But one talks 
more easily about what one sees with his own eyes—hence this 
parochial approach. 

In the last two years, the social service department at Spring 
Grove State Hospital has helped about a hundred long-hospital- 
ized patients to leave, many in foster care. Their lengths of resi- 
dence ranged from five to 58 years. The department worked with 
almost an equal number who remained in the hospital, a stiff 
assignment over a short period, and one to provoke more thought 
than 10 previous years of less concentrated experience with such 
a group ever did. 

Social chronicity, like hardening of the arteries, accumulates 
slowly. Some people are more susceptible to it than others; some 
are more handicapped as a result. But none is immune. The 
Achilles heel is an otherwise useful adaptive phenomenon, origin- 
ally the biological device of inertia to stabilize the individual in 
a variable physical environment. Psychologically extended, it is 
a tendency to preserve any social equilibrium. The inertia of chron- 
icity, then, neutralizes all but the most enticing odors from the 
greener fields over the horizon. In the hospital environment, inertia 
produces an ever-narrowing circle of social functioning which, in 
mild form, places additional strain on the patient’s efforts to jump 
the gap between hospital and community living. In its worst form 
it prevents the patient from leaving as surely as his psychosis 
ever did. 

This was vividly epitomized by one patient who had never been 
approached about leaving. He ran to the superintendent’s office, 
crying, “Don’t let them take me away. I was born and raised here 
in Main Building.” The terror of change, and the pathos of any hu- 
man being having only so poor a thing to love as a cot in a bleak, 
crowded, impersonal, chronic ward are two hauntingly pervasive 
themes. 

When the numbers leaving the hospital began to increase so 
greatly, it was found that fewer long-hospitalized patients than 
expected had lost contact with their families. But rarely were they 











18 SOCIAL WORK AND SOCIAL CHANGE IN THE MENTAL HOSPITAL 


then invited to live with relatives. A curious shift in personal re- 
lations among this group called itself to attention—one pattern, 
of course, among many: 

One day the hospital suggests that the patient might try living 
outside. Immediately the wife, mother or son cries out, “Treach- 
ery! You have an obligation to take care of him.” The hospital’s 
offer to release him in foster care, if the patient is not able to go 
home, allays the hysteria not at all; and the relative mobilizes all 
his strength, the resources of friends, political allies, etc., to 
counter the proposal. And it becomes clear that the original re- 
lationship between two people has changed shape over the years 
and hardened into “visitor” and “patient.” 

Sometimes, of course, a patient is truly lost. Medical and social 
worker staff members were going through a cottage of chronic 
patients last year, asking each whether he had thought of leaving. 
“Joe Welsh,” a gentle, white-haired man, entirely in contact, 
answered pensively that he would like to be with his wife. He had 
not heard from her in 10 years. He had been in the hospital 20. 
The social worker didn’t know what happened to her either, but 
to soften the expected blow, she suggested that not hearing for so 
long might mean bad news. The patient agreed vaguely that it 
might; but at any rate, he’d want to go back to his old home. No, 
he hadn’t owned his home, just rented. Words obviously would not 
bridge 20 years, so a trip to his home was proposed. 

A complete stranger, of course, met them at the door. No, she 
didn’t know Mrs. Welsh; but the corner grocer had been in the 
neighborhood many years, ask him. So across the street they went. 
The grocer glanced at Mr. Welsh and looked again. “Aren’t you 
Joe Welsh?” he asked cautiously. “My goodness, I haven’t seen 
you in ages. Where have you been?” Interested in the problem, 
although unable to give the answer, the grocer called in this one 
and that, until a whole neighborhood had been mobilized, all happy 
to see Mr. Welsh, obviously an old favorite, but none able to help. 
Finally, someone suggested the patient’s cousin who lived a few 
blocks away. 

The cousin, a middle-aged woman, opened the door. She looked 
first at the social worker inquiringly, and then her glance travelled 
to Mr. Welsh. “Uncle Joe!” she said, and the tears streamed down 
her face, “We thought you must be dead.” Their packages to the 
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hospital had been returned, and the family had simply taken an 
attendant’s word that he didn’t know what had become of the pa- 
tient—after he had been transferred to another building—to mean 
that he had died. They might have found out; but families be- 
come frightened by the large, strange and frighteningly complex 
pile of buildings that is the hospital. 

It might be of interest to know that Mr. Welsh later went to live 
with his cousin, who had invited him that very same day—when 
she also had told him of Mrs. Welsh’s death. 

Patients lose other things, even more precious than relatives: 
identity, self-respect, trust in their own power to make decisions, 
and trust that they can influence, as well as be influenced by, their 
environment. Some months after this patient left the hospital, 
he returned to visit his social worker. She had wanted to ask him 
why he had stayed in the hospital so long. If the meager notes in 
his chart are any indication, he had been perfectly well for years. 
He explained, “No one ever suggested it.” But the social worker 
persisted: “Why did you wait to be asked?” He looked puzzled, 
reaching back into the empty space of the last years, unable to find 
an answer. Still baffled himself, he supposed it was because “you 
forget to say anything yourself when there’s no one around much 
to talk to you.” 

In the undiscriminating and physically circumscribed hospital 
community, patients forget the social amenities of the world out- 
side: A suit and a tie are unfamiliar wearing apparel, but so also 
is a belt or pajamas. Wash cloths, shaving equipment, knives and 
forks, clocks, calendars and a host of the minor commonplaces 
may have become dim memories. The patient has perhaps not 
handled money in years, or used public transportation or a tele- 
phone. No matter how well the social worker thinks she knows 
what to prepare them for—and this takes some imagination, since 
so much of what she must prepare for is an unconsciously-accepted 
part of the social worker’s world—patients have surprises for 
her. One man refused to leave because he had heard from a friend 
in foster care that outside “you have to serve yourself from a 
big dish.” For 30 years, the precise amount of food he was allowed 
at each meal had been defined by what appeared on his plate. 
Another threw the neighborhood of his foster home into a “tizzy,” 
because he was inquisitive and looked into all the windows along 
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the street. Still another, pleased with the first.suit he had had in 
years, finally brought himself, however, to admit that he didn’t 
wear it because he couldn’t keep his pants closed—he had been 
admitted to the hospital before zippers were invented! 

The amazing thing is that, with the whole fabric of their con- 
nection with outside living unravelled, so many have the courage 
to begin the slow process of re-knitting. 


It is personally and professionally a gratifying experience to 
see people come alive, and this provides a fine grindstone for 
sharpening workers’ sensibilities ; but the experience has had other 
advantages. One idea coming on top of another can pile so high 
that there is finally a view from its summit. And from there, one 
can see, busily being produced, the very thing that required so 
much labor to destroy. If, for instance, appearance is so impor- 
tant to the patient’s return to the community that one works hard 
to get rid of his “hospital look,” why isn’t it important from the 
day he enters? 


Although some skill had been developed in hand-crafting pa- 
tients’ social rehabilitation, the traditional person-to-person 
method of social work was being used, from force of habit perhaps, 
for results similar to those expected with every child who grows to 
adulthood, results that are most effectively stimulated and shaped 
by the force of culture. Why not use the force of culture? The 
answer is that glaring discrepancies between hospital and com- 
munity living make that impossible without change in the hospital 
culture. 

This little experience runs parallel to a process taking place 
in the whole field of mental health. If the hospital is a place to 
cure people of an illness, why does it at the same time leave them 
unfit to return home? 

New ideas are not found under cabbages, any more than babies 
are. They start long before they appear. Buffer programs of O.T., 
social work, etc., were added to hospital regimes in grimmer days, 
to absorb some inner strain and some other criticism. Today, so- 
cial work, patient activity programs and volunteer services have 
coalesced into a unified concept: rehabilitation. A useless but 
fashionable adornment has become an indispensable adjunct to 
treatment. From salvaging the pieces, each member of the re- 
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habilitation fraternity has tried his hand at catching the patient 
as he falls. 


Now that they have finally combined to hold the net, they ask, 
in effect, “Why let the guy fall at all?” This spirit, which for 
want of a better name, can be thought of as the public health 
approach to rehabilitation, is now in the stage of giving “immuni- 
zation.” The idea is to locate the trouble and devise a specific 
preventive. Obviously, there’s another step to take. 

At their best, social work programs have always attempted to 
intervene, patient by patient, to make hospital life more toler- 
able and its traumata even usable, and to ease the transition back 
to the community, meanwhile hopefully maintaining some of the 
threads of socialization intact during hospitalization. There is no 
doubt that the darning and patching has held many a garment 
of socialization together. The fact that this can be done—that 
even sick people can learn to live outside in spite of hallucina- 
tions and other peculiarities, that the most psychotic can, with 
good results, be approached in common, human terms—has re- 
sulted in a basic change in hospital attitudes. 


In Maryland, the present stage of social work development is 
apparent in the type of new programs that are emerging. In two 
hospitals, experiments are in progress to alter the mores of small, 
manageable units to provide a more typical experience for long- 
hospitalized patients preparing to leave. These programs are simi- 
lar to a plan at Topeka State Hospital.* 

Pre-admission service is in varying stages of development, not 
only to anticipate the problems of patients and family, but to con- 
nect the hospital with the community by recognizing community 
pressures and aiding in the discovery and co-ordination of re- 
sources outside the hospital. Heretofore, social work has ap- 
proached the social potentials and problems in the community, 
case by case, as it approached them in the hospital. One hospital 
now uses the public health nurse for a follow-up visit to see pa- 
tients released to their families; another is engaged in a series 
of meetings with community and hospital representatives to dis- 
cuss their common purpose; and a third, through the joint par- 
ticipation of vocational rehabilitation services and a local nursing 


*Described in Psychiatry, November 1954. 
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home, has begun an on-the-job training program for the group 
of patients who, convalescent, so easily fall victims to exploitation 
because their capacities are marginal and their claims, even to 
small full-time jobs, are inadequate because of insufficient work 
experience. 

These are only a few of the new developments but they high- 
light three consistent characteristics. All are designed, not to re- 
trieve a error, but to prevent its repetition. All require the 
merged efforts of members of several disciplines—variously, psy- 
chiatrist, nurse, occupational therapist, recreational or industrial 
therapist, vocational counselor, psychologist, maintenance person- 
nel and, last but not least, the volunteer. (It is to be wished some- 
times that the professional staff could retain the fresh, common- 
sense spontaneity of the volunteers, especially as they are observed 
in Spring Grove’s close ally, the Golden Rule Guild.) All these 
programs touch the mores of hospital or community with the 
statesman’s, rather than the politician’s, perspective. 

The new developments are not isolated occurrences, the result 
of particular talent. The stage has been set and calls forth the 
actors. The related fields of anthropology and sociology have be- 
gun to contribute richly. The theme of the recent Mental Hospital 
Institute was “Patient Participation in Treatment.” 

The chemotherapies flood the stage with light: a harsh light to 
eyes accustomed to the candle-light glow of a passing era; an un- 
comfortable spotlight to spirits content to watch, with unimpass- 
ioned faith, “the mills of God” grinding slowly in the hopé that 
they also “grind exceeding small.” But through the hope they in- 
still and the new conditions they impel, the new drugs speed up 
changes already begun. 

They also challenge ideas we have for so long accepted on faith. 
To explain, one must go back. Although the paths to knowledge 
about human behavior and the theories resulting are many, social 
work has almost always chosen the concept most congenial to it- 
self. With irreverent brevity, perhaps, let it be said simply that— 
in effect—the theory is: The way an individual subsequently deals 
with life experience is influenced, if not wholly determined, by the 
significant relationships of early life. As corollary, then, a psy- 
chosis is a way of dealing with stress, a meaningful adaptive re- 
sponse which, entirely logically, can then be reversed through the 
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medium of another—a therapeutic—relationship which may re- 
lieve the stress or equip the individual to deal with it. 

Now, a pharmaceutical lamp is rubbed and a Genie appears 
bearing drugs capable not only of allaying the symptoms of psy- 
chosis but also of producing them. And all without benefit of psy- 
chotherapy! No physiological response to a chemical—or to an 
electrical current—necessarily invalidates the hypothesis of the 
importance of early relationships. It may, indeed, eventually con- 
firm by explaining it. But, nevertheless, it causes a commotion. 

Whatever the final merits or flash-in-the-pan qualities of the 
chemotherapies in the realm of ideas, they do a service, if only to 
identify the factors in the situation. 

A discussion at the Mental Hospital Institute will illustrate 
the problem, The topic was patient freedom. It was discussed as 
a treatment to be given or withheld, a medicine able to kill or 
cure, its dosage determined by diagnostic acumen: an injection, 
in fine, administered by the traditional principles governing medi- 
cal practice. 

Now, this_is nonsense and it might clear the air to say so. It 
is nonsense, not because the particular contributions to this dis- 
cussion happened to be philosophically confused or politically 
naive or sociologically inept, but because the discussion had an 
Alice in Wonderland quality in which a part became the whole. 
The kind of society in which the patient lives is important, not 
because he is a patient, but because he is a human being. The social 
process and the disease process are not identical. Close as they 
may seem in their effect on behavior, they develop from different 
principles, with different objectives. There is need to disentangle 
them! 

Gerard puts it entertainingly, “In this epoch of rapid transi- 
tion, psychiatry is indeed unhappily schizophrenic, rooted in bio- 
logical science and the body and fruiting in social science and 
the nuances of human interaction. Like the mother church in 
the speaker’s eulogy, ‘There she stands; one foot firmly planted 
on the ground, the other raised to heaven!’ ”* 


*Gerard, R. W.: The academic lecture. The biological roots of psychiatry. Am. J. 
Psychiat, 112:2, 81-90, August 1955. 








24 SOCIAL WORK AND SOCIAL CHANGE IN THE MENTAL HOSPITAL 


Dr. Douglas Goldman* reporting at the 1955 Mental Hospital 
Institute in Washington, on his experience in administering the 
new drugs, cautioned psychiatrists to retrieve their medical knowl- 
edge from storage. I don’t know what psychiatrists should do, and 
I'll resist the temptation to guess, but I do think it is high time 
psychiatric social workers honored the “social” in their title in 
preference to the “psychiatric.” 

Social, connoting as it does the hard realities of everyday living, 
may seem to imply common drudgery. Taking care of the kids is 
certainly not so exciting as eloping with the analyst. But it’s a 
good deal safer. And it’s better for the kids. 


Should social workers become sociologists, plotting graphs of 
large social movements, drawing blueprints for social reform? 
There are people already very effectively engaged in that work. 
Social workers have their own job. The writer would not relin- 
quish for a moment the right to care deeply what happens to the 
individual or the satisfaction of helping him discover and use his 
own creative powers. 


On the other hand, one should not equate this with the senti- 
mentality which drapes a veil of emotion around each helping re- 
lationship, which myopically fails to recognize the social pattern 
behind the individual dilemma, which—in short—substitutes feel- 
ing for thought. 


The object of our service is man, a biologically thinking and 
feeling product of evolution, but the medium of our helping is 
the outside world, tangible and intangible, with which he inter- 
acts. Social workers can be the practitioners of the social sciences 
as physicians are the practitioners of the natural sciences. 

Social workers, one sometimes thinks, do not know how much 
they know or how valuable it is. One has only to read any of the 
recent sociological literature, especially Stanton’s and Schwartz’s 
sensitively eloquent study of the mental hospital** or Simmons 
and Wolf’s stimulating book Social Science In Medicime,t to realize 

*Of Longview State Hospital, Cincinnati, Ohio. 


**Stanton, Alfred H., and Schwartz, Morris 8.: The Mental Hospital. Basic Books. 
New York. 1954. 


Simmons, Leo W., and Wolff Harold G.: Social Science in Medicine. Russell Sage 
Foundation. New York. 1954. 
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how often the wonderfully fresh discoveries presented there are, 
in fact, familiar social work concepts. 

This is not to say “Social work has known it all along.” And it 
does not follow that social work has only to announce itself to take 
leadership, 

First, there is a decision to make. Will the profession choose the 
social context of man’s life as its base? Are social workers ready 
to assume the responsibilities, as well as the privileges, of the 
expert? 

Social work will have to forfeit its cozy provincialism, in which 
no discoveries beyond the immediate neighborhood are of concern 
and in which no effort is made to test theories or prepare ideas 
for export. 

But there is also much to gain. More important, the patients— 
or clients—stand to gain from social workers’ greater clarity of 
thinking and their deeper knowledge. Although the discussion 
in this paper has been confined to the state hospital and to the 
chronic patient—because the extreme more vividly illustrates the 
average—the application is to people everywhere. The way people 
live together, the culture of which each individual is both creator 
and creature, has tremendous potential—not to cure, perhaps— 
but to strengthen or destroy the individual’s ability to cope with 
illness and disaster. 

If this idea can be used for its own intrinsic worth—for patients 
as for anyone else—social work is, at the very least, released from 
too inclusive a responsibility; the patient is freed to engage his 
strength to attack his own problems and, through his role as 
hospital citizen, to contribute to the well-being of the hospital or 
the hospital community. 


Spring Grove State Hospital 
Baltimore 28, Md. 








SPONTANEOUS SENSORY AND MOTOR PHENOMENA WITH RELATED 
IMAGERY DURING HYPNOSIS 


BY JEROME M. SCHNECK, M. D. 


Some observations and discussions of sensory and motor phe- 
nomena during hypnosis have been offered by the writer in pre- 
vious publications.’* At this time the presentation of additional 
material will supply a broader view of the multiplicity of the phe- 
nomena encountered and the qualitative and quantitive variations 
among patients. Some of the reactions which will be mentioned 
here are of special interest. In previous papers it was pointed out 
that the spontaneous occurrences were frequently rather meaning- 
ful psychologically, and that often, when indicated, especially dur- 
ing hypnoanalysis, such meanings may be elucidated. Some of the 
previously encountered phenomena will be alluded to during the 
course of this paper. There will also be some points introduced re- 
garding associated imagery. The writer has described psycho- 
somatic reactions to the induction of hypnosis and the reader may 
refer to these data to supplement material offered now.° 


Case 1 


This 27-year-old patient participated in a series of interviews 
during which he sat opposite the therapist. There was a lamp on 
the desk. He showed no reaction to it whatsoever. A series of 
hypnotic interviews then followed. From the first, the patient ex- 
perienced photophobia on induction and during the hypnosis. He 
would lift his hand to shade his eyes. Sometimes he lifted both 
hands. He complained about the light. He said he was sensitive 
to light although, as mentioned, he had not complained of it previ- 
ously. He squinted. In addition he requested that the light be 
shaded further. (This was not done.) He even asked that the 
hypnosis be conducted in complete darkness. He turned his chair 
from the desk so that he was eventually seen in profile. 

Finally he swung his chair around so that his back was toward 
the lamp and he faced completely in the opposite direction from it. 
Despite this new position, he continued to shade his eyes and com- 
plain of the light. All these adjustments occurred over a series of 
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sessions, during none of which was any effort made to alter the 
lighting. In this way his responses could be studied. In the mean- 
time, however, hypnotic states were induced and hypnotherapeutic 
work was accomplished satisfactorily. When the patient had 
turned his chair to the 180° angle, however, attention was focused 
on his reactions. He was asked whether they might actually sym- 
bolize some feelings he was experiencing instead of being based on 
his alleged general sensitivity to light. He laughed and said, 
“Maybe it’s because I don’t want the light shed on me.” 

The level on which this patient was functioning therapeutically 
warranted a delay in permitting him to express even this degree of 
awareness. He was able to move further during subsequent ses- 
sions. Immediately following the comment mentioned, and during 
the hypnosis sessions which took place afterward, the photophobia 
and his associated reactions did not recur. When compared with 
the many other hypnotic phenomena with which the writer was ac- 
quainted, this type of photophobia was unusual in his experience, 
especially in the degree to which it occurred. 

The early phase of the hypnotic contact with this patient 
stressed the relaxation aspects of the procedure and his induced 
subjective experiences. In connection with this the patient dem- 
onstrated a reaction which is of interest and which he described 
as a relaxation of his body accompanied by flexion of fingers and 
toes. They “clawed up.” On the basis of knowledge about him at 
the time, this type of muscular response was viewed as clearly an 
effort by him to “hang on” or “hold on” or “hold onto something.” 
It related to the fear of losing control particularly in the sense of 
being exposed psychologically. It was in keeping with the photo- 
phobia already described. 

The most pronounced feature during this patient’s hypnotic in- 
terviews was his facial expression. Actually it amounted to chang- 
ing expressions relating to what the therapist was saying to him 
at the time, and the sum total constituted an actual caricature of 
listening, thinking, and evaluating, with indications of surprise, 
doubt, interest, and so on. This type of exaggerated role-playing 
was so pronounced that were the patient to have apparently experi- 
enced and claimed a consistent response and subjective experience 
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in relation to the hypnotic induction and depth, deliberate feigning 
would surely have been established, no less suspected. Interest- 
ingly, however, amidst all this grimacing, head turning, bending 
forward, smiling, etc., the patient would state at times that he was 
not deep enough, at other times that he was rather deep; and 
sometimes he would spontaneously emerge from the hypnosis and 
request re-induction (more than once during some sessions). In 
addition he would describe various aspects of the hypnosis that 
were in keeping with the experience of many other patients. It 
was felt that this hypnotic behavior reflected in fact a concentrated 
caricature of his entire way of living—a superficial type of exist- 
ence which he was later able to view as such. This type of “con- 
centration” within a hypnotic situation, of feelings, thinking, and 
behavioral patterns, when compared to the more “diluted” impres- 
sions one receives in non-hypnotic settings, has been observed fre- 
quently and the writer has commented on it. The reactions relate 
to the quality and degree of the psychological defenses employed 
by each individual and as such are of diagnostic significance. 

Another reaction which will be mentioned briefly was coughing. 
This would set in on the induction of hypnosis. This reaction was 
manifested during the first few hypnotic sessions. When it is not 
analyzed, such a reaction may persist almost indefinitely in relation 
to inductions; and this was observed in the case of the other male 
patient who will be described in this report. In the experience of 
this writer, such a cough in connection with hypnotic inductions is 
to be found to a considerable degree with those patients who show 
evidence of strong latent homosexual trends, when the homosex- 
uality plays a significant role in the hypnotic transference relation- 
ship. The coughing varies in degree, and it may occur during the 
hypnosis as well as the induction, depending on the content of each 
session. 

Case 2 


The data of Case 2 pertain to a 28-year-old woman in hypno- 
analysis. During hypnotic sessions, she experienced several sen- 
sations which were of interest and which could be correlated with 
concurrent thinking and affect. One such sensory experience in- 
volved the feeling of being on a “slant.” At first it brought to mind 
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for the analyst the “lopsided” feeling which had been described by 
another patient who interpreted her experience as symbolizing her 
“lopsided” personality. A more clear-cut and a different picture 
obtained in the present case, and specific sexual associations were 
in evidence. Thus, when the slant was first alluded to, the present 
patient’s concurrent associations related to a staircase on a boat— 
a yacht owned by her family when she was a child. She also had 
at this time a sensation of rocking back and forth, and this stopped 
when the rocking of the boat stopped too. Her mental images 
traced further associations with stairs that had to do with a warn- 
ing by her brother when she was a child that she would be grabbed 
by a man at the head of the staircase at home; with a memory, pos- 
sibly a false memory, of being fondled and kissed by her uncle when 
she was a child, again when on a staircase, and with a shocked re- 
action on her part; and with a memory of coming down a staircase 
when she was a child and seeing her mother kissing her uncle. 

During a subsequent session she was speaking, during the hypno- 
sis, about a former lover. Referring to her first intercourse, she 
said, “I was bullied into it. He said I wasn’t a virgin anyway— 
and I was. I felt last night I had gone to bed with him as a sym- 
bol—I feel I’m on a slant agai!” Shortly thereafter she spoke 
about this man’s appeal having to do with characteristics that were 
the same as those to be found in her father. They were character- 
istics which she liked. In the midst of this she reacted strongly 
again with, “Whew! I’m on a slant.” She proceeded to speak of 
the lover as being “weak,” like her father. 

Under hypnosis, this patient also experienced a marked sensa- 
tion of falling. It occurred for the first time during the second 
hypnotic session and appeared to reflect her over-all feeling of in- 
security. At that time, it was experienced in close connection with 
her feeling of being on a-slant and her associations again pointed 
to specifically sexual connotations. When the sensation of falling 
occurred, she was being given instructions, during hypnosis, for 
free-associating. Before they were completed she displayed anx- 
iety and cried, “I’m falling! I’m frightened! Something I want 
to—I’m very frightened! Please! I’monaslant! I’m going over 
and over! [The patient gesticulated with her hands in order to 
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demonstrate. She hyperventilated.] I can’t say anything!” Dur- 
ing another session she said, “I seem to want to fall. Wanting a 
physical release. Sort of an active movement. It’s very much like 
when I go to bed with A— [her husband]. I try too hard [pause] 
to stop, more or less, stop observing. Part of me always seems to 
be watching what I am doing and I try not to think and to just ex- 
perience the physical sensation.” 

It was noticed that the sensation of falling appeared to have a 
reciprocal relation to the idea of death—especially death in con- 
nection with falling out a window. As an adolescent, she had sud- 
denly developed anxiety when she harbored an obsessive thought 
of jumping out of a window. During a session of hypnosis, the 
thought occurred to her of “going out the window.” When she was 
aware of such ideas, she never reported the feeling of falling. When 
the latter occurred, the thoughts just mentioned were absent. Death 
or death by suicide, loss of control (insecurity), and orgasm seemed 
to be linked. 

Additional sensations noted by this patient were feelings of be- 
ing suspended in air, floating on water, and flying. She associated 
the latter with dreams about flying. 


Case 3 

The third patient, a 45-year-old man, experienced several phe- 
nomena; and of interest here is the insight offered by a study of 
the occurrences and the associated fantasies—implied or actual— 
in relation to the nature and degree of psychopathology. 

At first this patient exhibited a reaction that is frequently en- 
countered in connection with hypnotic induction. Eye-closure 
would tend to be delayed. Following closure, he would spontan- 
eously attempt to open his eyes but in these attempts he would 
wrinkle his brow, thus indicating the employment of inappropriate 
muscle groups. This common type of reaction was then replaced 
by a more impressive phenomenon. During many sessions, as the 
hypnotic induction was initiated, the patient would repeatedly 
open his mouth very widely. This would occur again and again as 
the induction continued. Then his eyes would close with spas- 
modic intensity, and the jaw movements would stop. This motor 
phenomenon was evidently a symbolic counteraction of the eye- 
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closure and disappeared when the latter was accomplished. The 
very wide jaw excursions were consistent with the tremendous hos- 
tility that this patient harbored, and the delayed eye-closure in 
addition reflected his ambivalence toward the hypnotizing, which 
he had specifically requested. 

The patient experienced pains in his eyes during several hyp- 
nosis sessions. His associations are enlightening. “I don’t know 
what it is—but the eyes, as though I have a pain in the eyes. I 
don’t know. As though something is poking into my eyes. Like 
a skull with no eyes. (Q. What would be like a skull with no 
eyes?) My mother used to talk about my father. His eyes were 
very deep. Comment about his small eyes. His skull would be 
outlined on his forehead or something like that. Like eyes being 
pushed back in their sockets. (Q. Whose eyes?) My own eyes. 
[Pause.] As though I was guilty of seeing something I shouldn’t 
have seen and should see. Just trying to see if I could have seen 
something. [He wondered about viewing intercourse between his 
mother and father. He used to hear noise as if they were fighting. ] 
I see arrows of light or flashes shooting through my eyes. [Pause.] 
I think of a dress with dazzling lights on it. [Long pause.] The 
desire to commit suicide. To die. The curse. ‘You should be 
buried.’ My mother said it often to my father. I think of spears 
and again arrows in the shape of spears going into the head—the 
skull. [The hypnosis was deepened.] I see the skull with worms 
crawling all over it. Instead of the face of C— [ person toward 
whom the patient had strong mixed feelings] I see this skull.” 

This patient demonstrated marked anxiety; but as disturbed as 
he would appear in ordinary interviews, his prepsychotic and po- 
tentially explosive status was delineated pointedly and with clarity 
during the hypnosis-sessions when such fantasies could emerge. 
In this and other cases the hypnotically acquired data can delineate 
more precisely the path which treatment must take and can indi- 
cate the very careful evaluation required for the use or continued 
application of suppressive or expressive techniques. Witness the 
following. (The patient was in hypnosis.) “I think of two hands 
—like sculpted hands, just below the wrist, bent over back to back, 
on a base. The hands start groping and twisting, trying to face 
each other. Now flowers grow out of them. Evil flowers. I don’t 
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know why they are evil. I think of snakes and people I don’t like. 
Now my eyes hurt. Somebody’s sticking things into them. Some- 
body’s trying to choke me, or I’m trying to choke someone. A 
woman’s. breast. A railroad track. Legs lying on the track. A 
funnel. I see hands everywhere. Hands like snakes. I see a patch- 
quilt with different colors. This eye pains me. Someone is poking 
in my eyes!” The patient was panting. His potentiality for an 
acute psychotic breakdown could not be ignored. 

On another occasion the patient felt as if his body was being 
squeezed—with a fantasy of being bound down by ropes. This was 
consistent with his very marked masochistic characteristics. At 
times he felt pains in the back of his head. He expressed a feel- 
ing that his head was being pressed down under water as if fingers 
pressed on his neck. Then again he had a feeling of floating on 
water. He developed a feeling and fantasy of someone twisting off 
his penis. His castration anxiety was intense, and his considerable 
homosexual conflict was much in evidence, as indicated by the data 
mentioned. On still another occasion he revealed, “I feel as though 
my head is being put in an oven.” The homosexual aspects of the 
hypnotic transference are evident and his ambivalence toward the 
therapist, paralleling more widespread ambivalence toward every- 
one, is clearly in view. 


SuMMARY 


Many patients in hypnotherapy and hypnoanalysis experience 
spontaneous sensory and motor phenomena. These may be ver- 
balized directly or elicited through questioning. Some of these 
occurrences appear repeatedly among a large number of hypnotic 
subjects. Some are less frequent, and others are relatively rare. 
The occurrences are psychologically meaningful and may be inves- 
tigated further. The phenomena offer insights into general person- 
ality patterns and psychopathology. Accompanying fantasies help 
to complete the discernible patterns and assist in diagnosis while 
giving valuable hints at times for the conduct of treatment—as well 
as clues to prognosis. 
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EMOTIONAL PROBLEMS AND VOCATIONAL ADJUSTMENT* 


BY HAROLD KAPLAN, M.D., AND HELEN 8. KAPLAN, Ph. D. 


A characteristic symptom of emotional illness is a disturbance 
in the ability to adjust to the demands of reality. An important 
aspect of reality in our society is the necessity to support oneself 
by working. The general malfunctioning of neurotic and psy- 
chotic persons often encroaches on the work area; and many 
such persons, besieged as they are by feelings of inadequacy, past 
failures and anxiety, exhibit various degrees of vocational mal- 
adjustment. The prevalence of work problems among the emotion- 
ally ill population indicates the importance of a thorough appre- 
ciation of the relationship between psychological disturbance and 
vocational maladjustment. 

The great majority of psychiatric patients present vocational 
problems of which they may or may not be aware. Rennie’ has 
estimated that about 80 per cent of the patients seen in an out- 
patient psychiatric clinic presented problems of vocational ad- 
justment. In this group presenting problems, a little over half (55 
per cent of those with problems) either had a vocational direction 
that was satisfactory but difficult to follow, or were employed 
but had difficulty in personal relations on the job or difficulty in 
applying themselves to their jobs. The remaining 45 per cent 
needed additional training in their vocational fields or needed 
different vocational fields in assogiation with treatment of.their 
emotional difficulties. Patients with vocational problems may 
merely express vague dissatisfaction about their jobs upon com- 
mencing psychiatric treatment or may not even be aware initially 
of a vocational difficulty. Those who are aware of a vocational 
problem, may be concerned about their type or place of employ- 
ment, or they may feel a lack of gratification in their work, or 
they may develop an emotionally-determined work inhibition. 
Other patients simply cannot hold a job and are constantly un- 
employed. 

It is the impression of the authors that the overwhelming 
majority of psychiatric patients seen in private practice have 
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work problems. Clinically, the authors have found that, as 
patients progress under psychiatric treatment, their vocational 
situations, adjustments and incomes generally improve, even 
though there had been no recognized vocational problems when 
they commenced psychotherapy, and treatment had not been speci- 
fically directed toward vocational improvement. Although patients 
generally do not come to psychiatric treatment specifically be- 
cause of work difficulties, there is almost always some malfunc- 
tioning in this area. 

According to Rennie’ “satisfying work is as important for most 
people as are food, sleep and recreation, and few people who do 
not work are genuinely happy.” The normal person derives a great 
many satisfactions from his vocation, above and beyond his fi- 
nancial remuneration. Among these healthy gratifications are 
creative expression, companionship, and a feeling of accomplish- 
ment. 

The job may have a variety of meanings for the emotion- 
ally ill person, some of which may have an ego-supportive 
and others an ego-destructive effect. An example of how work 
may serve a temporarily supportive purpose for the neurotic 
might be a case where the job is a means of reducing anxiety, as 
seen in the person who compulsively works too hard. Work may 
also serve as a neurotic outlet for aggression (for example, the 
martinet at work). For the withdrawn person, it may be his chief 
means of contacting others in a non-threatening manner (for ex- 
ample, the schizoid secretary whose chief means of human re- 
lationship with others is through her job). Work may be the only 
expressive outlet for an otherwise frustrated creative person. It 
may give strong ego support, through success or prestige, to a 
person besieged with feelings of inferiority. 

Inferiority feelings account for many of the “nervous break- 
downs” supposed to occur as a result of “overwork.” Very often, 
rather than causing the breakdown, the patient’s overworking, 
and the success achieved thereby has been the strongest defense 
against an impending psychotic break—because of the ego sup- 
port and control of anxiety it afforded. The “breakdown” occurs 
only when work is no longer capable of fighting off the onslaught 
of the “snowballing” psychosis. 

Rottersman’ notes that “an operator of a giant press may con- 
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sider this press and its massive strength, in fantasy, as an ex- 
tension of himself, and therefore can vicariously experience the 
possession of enormous Herculean strength which is necessary 
to him in fantasy to compensate for feelings of inadequacy in 
other areas.” 

The authors recall the case of a severely psychotic person who, 
while playing the part of prime minister in a Broadway play, 
so identified with the role and thus gained support for his severely 
weakened ego through the grandiose fantasies encouraged by the 
role, that he was able to maintain tenuous contact with reality, 
both on and off the stage, for a long period. However, as soon 
as the play closed, his fantasy collapsed, and his ego disintegrated 
into an overt florid psychosis, requiring hospitalization. 

In the psychiatric patient, work may also have decidedly des- 
tructive effects by increasing the patient’s anxiety. Anxiety may 
be increased as a result of the intense competition found in certain 
vocational situations, like the advertising field on an executive 
level. The close interpersonal contact required in certain occupa- 
tions may be threatening to many emotionally disturbed people, 
such as schizoid individuals. The chronic danger of losing one’s 
job in certain seasonal industries may serve as an intolerable 
threat to basically insecure persons. A common source of conflict 
and anxiety is the socially-determined inferior status of certain 
occupations such as domestic work. Difficulties with authority 
figures may also be a source of chronic fear to many employees 
in their interaction with supervisors and employers. 

Thus it can be seen that a job may have manifold emotional 
meanings to the disturbed individual. 


EmotionaL DisorperRs AND THEIR VOCATIONAL MANIFESTATIONS 


The difficulties of the neurotic or psychotic patient are highly 
variable and are a direct reflection of their emotional problems 
and psychiatric symptomology. Different psychiatric disorders 
exert characteristic effects on the individual’s total psychological 
functioning and thus affect his work activities in a characteristic 
manner. As an aid in defining some of the work problems of pa- 
tients suffering from various psychiatric conditions, some com- 
mon psychiatric conditions will be listed, and a short description 
and definition of the disease will be given. The description and 
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classification of psychiatric disorders that is used here is based 
largely upon that given in the Diagnostic and Statistical Manual 
on Mental Disorders published by the American Psychiatrie As- 
sociation. Some of the characteristic work problems accompany- 
ing these symptoms and an occasional related clinical case will 
be cited. (It should be noted that not only the symptoms, but the 
problems, conflicts or dynamics that produce the symptoms may 
also produce work difficulties. These etiological factors will be 
covered elsewhere in this discussion. ) 


I. Anxiety Reaction 


An anxiety reaction is a condition where the anxiety is diffuse 
and is characterized by a feeling of constant anxious expectation. 
It is frequently associated with psychosomatic symptomatology. 
This anxiety is a danger signal—indicating danger from within 
or without the ego. At work, such a patient may be very unsure 
of himself and may tend to learn slowly. Generally he functions 
poorly when under stress and is often irritable in his contact with 
others. He may have attacks of sudden acute anxiety (called 
“panics”) and at other times periods of confusion, making con- 
centration difficult. Because these patients have a tendency to 
develop somatic symptoms such as palpitations and excessive 
sweating, besides a variety of hypochondriacal complaints, absen- 
teeism from the job often becomes a problem. 

Clamcal Example. A 20-year-old girl complained that she had 
been unable to work for the preceding two years because she was 
“unsure of herself.” When she was working, she would develop 
palpitations and sweating, become panicky and have to leave work 
immediately. Usually, she would “call in sick” the following day, 
and on the ensuing days she would make attempts to return to 
work, but her anxiety would increase with each subsequent failure 
until she had to resign her job. The patient was a very immature 
and childish person, who lived at home with her parents and re- 
sented the fact that they expected her to work and support her- 
self. She preferred staying at home in the protective care of, and 
dependency upon, her parents. 

At the girl’s place of employment, demands were made upon 
her by her employers whom she feared. She realized that she 
would become anxious and resentful when she was “ordered” to do 
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something. Later, it came out in her treatment, this made her 
feel inferior. She had a serious problem with authority figures, 
particularly when they were men. She preferred the role of a child 
to that of an adult. 


Il. Conversion Reaction 


A conversion reaction is a disturbance where the conflict or 
impulse causing the disorder is translated or converted into func- 
tional symptoms involving organs or parts of the body that are 
generally under voluntary control and innervated by the volun- 
tary nervous system, such as hysterical paralysis of a limb on a 
functional non-organic basis. Conversion symptoms may involve 
sensory or motor disturbances. Conversion hysteria patients tend 
to have childish, histrionic and dependent personalities. At work, 
they tend to assume responsibility poorly. The symptoms that 
they develop frequently tend to be incapacitating, and always 
serve to resolve an emotional conflict that the patient cannot 
handle. Sometimes a shift in the patient’s job may dramatically 
affect the symptoms—particularly if the work is the source of the 
conflict. 

Clinical Example. An unmarried woman of 35 had developed 
a tic, in which her arm would “lash out” from her body at ir- 
regular intervals. This symptom served not only to embarrass 
her at work, but made her contact with people somewhat hazard- 
ous, in that her “uncontrollable” extremity would occasionally, 
inadvertently, strike those around her. In fact, she had become 
unable to get work (she had been a saleswoman for 15 years) be- 
cause of the disfiguring and somewhat dangerous nature of her 
hysterical symptom. 

The symptom had developed when the patient’s best friend, 
with whom she had worked for many years, was promoted to 
manager of a dress shop where they both had jobs. The patient 
was furious about this, because she was very competitive with 
her friend, and she believed that she should have had the pro- 
motion instead. She, however, repressed her jealousy and rage, 
because of her pride and her shame about these impulses. 

During therapy, the patient recalled having had momentary con- 
scious impulses toward “hitting” the owner of the shop and her 
friend, but she had immediately suppressed them. A short time 
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later she developed the symptom. (It is important to note that be- 
fore coming to treatment the patient was in no way conscious of 
the connection between her symptom and her difficulty at work. 
Shortly after her symptoms developed, her employer had to fire 
her because of its disturbing effect on customers. The patient was 
extremely resentful about being discharged. (Unconsciously she 
was relieved, because it removed her from a painful situation.) 
She was ambivalent about starting from the bottom again at 
another store, and her symptom continued to disturb her and 
prevent her from getting employment. 


Ill. Phobic Reaction 


A phobia is a fear of some situation or object, which leads to 
avoidance of that which is feared. In the genesis of this symptom, 
the anxiety of the patient becomes detached from a specific 
emotional conflict and is displaced to some symbolic idea or situa- 
ation in the form of a specific, neurotic fear of the symbolic idea 
or situation. The patient attempts to control his anxiety by avoid- 
ing the phobic object or situation. These patients may function 
relatively free of anxiety as long as they are not exposed to what 
they fear. Once they are exposed by the force of circumstances, 
their anxiety breaks out and a panic may develop, so that the pa- 
tient manifests all the symptoms of a severe anxiety state. 

A phobia that may commonly affect an individual’s vocational 
functioning is the rather common fear of travel—where the pa- 
tient is phobic about leaving his home because of some supposed 
danger that he may encounter outside. Such phobic people may, 
therefore, confine themselves to their homes for periods of years, 
and actually be unable to maintain employment on the outside. 
Similarly, a patient with claustrophobia (fear of closed spaces) 
may have difficulty in an office where it is necessary to work in 
a closed room. As long as these patients are not exposed to that 
which they fear, they generally function to their fullest capacity 
at work. 


IV. Obsessive-Compulsive Reaction 


The obsessive-compulsive reaction is characterized by the per- 
sistence of unwanted, uncontrollable thoughts (obsessions), and of 
repetitive impulses to perform physical acts (compulsions), which 
may be regarded as unreasonable and morbid by the patient but 
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which he cannot consciously control. The symptoms of this con- 
dition may vary from. the foregoing serious ones to such things 
as a simple overpreoccupation with details. Obsessive-compulsive 
patients tend to be anxious and preoccupied about their obsessive 
ideas and their rituals. They are often hostile, perfectionistic and 
overbearing, and get along poorly with others at work. They are 
frequently meticulous, and work best at carefully defined and 
detailed jobs. They tend to be stubborn and to demand doing 
things their own way. Because they are overconscientious and 
often preoccupied with minor details, they tend toward inefficiency ; 
but because they also have an inordinate capacity for work, and 
overwork, they often hide their inefficiency by massively overpro- 
ducing. They are rigid and lack a normal capacity for re- 
lating to others. They are frequently indecisive, and will often shift 
from job to job and field to field, never deriving true satisfaction 
or achieving particular success at any of their jobs. 

Clinical Example. A 25-year-old accountant had serious difficulty 
with his work, in that he never seemed able to get started and 
never seemed able to finish it to his satisfaction. He paid inord- 
inate attention to details and would become very agitated when 
he discovered an error in his books. He had difficulty in making 
decisions and giving such advice as was frequently required of 
him in his work. When he encountered problems, he would become 
preoccupied with them for days and would be unable to sleep 
at night because he was so upset. He had difficulty in getting 
along with his clients because of his biting sarcasm and resent- 
ful demeanor. Although he was apparently meek on the surface, 
he was, in actuality, a very competitive and ambitious person who 
felt frustrated by his modest success and his marked passivity 
in dealing with people. He felt as if he were in an inferior role 
working for others, and interpreted this as a blow to his self- 
esteem. These feelings constantly produced anxiety and hostility 
in the patient, further intensifying his obsessive behavior which 
was an attempt to reduce these impulses. 


V. Neurotic Depresswe Reaction 


In neurotic depressives, their anxiety and the conflict produc- 
ing the anxiety are allayed and partially relieved by developing 
a depression in association with feelings of self-depreciation and 
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a usually apparent psychomotor retardation. Depression of this 
type (as opposed to psychotic depression) is often precipitated 
by a current real situation, such as the death of a loved one, al- 
though the cause need not be obvious. These patients are usually 
not suicidal and not delusional. They may or may not have var- 
ious hypochondriacal complaints. At work they may have some 
difficulty in concentration. They lack self-confidence, are resentful 
and withdrawn. Because of these disabilities, they have difficulty 
in getting along with fellow workers. They tend to be sluggish 
physically and do poorly at manual jobs. They tend to show 
little ambition and to lack forcefulness in interpersonal relation- 
ships. These patients often work best in a protected, non-stressful 
atmosphere where minimal demands are made upon them. 

Clinical Example. A salesman, aged 40, had been chronically de- 
pressed for many years. He was a man of exceptional ability, 
intelligence and appearance who was, however, relatively unsuc- 
cessful in his work. He had always been dissatisified with his oc- 
cupation and felt that his work and the people he had to associate 
with in it were beneath him. He felt that there was insufficient 
prestige in his work and that he was not a professional as he had 
always aspired to be, but a “money-grubbing” salesman. He had 
a great deal of hostility which was the result of frustration in 
life; but he suppressed the hostility, becoming chronically de- 
pressed. Outwardly, he appeared to be retiring and almost “meek,” 
but inside he was constantly seething with resentment. As a result 
of his depression, he had difficulty in concentrating, and relating 
with people, which further hindered him at his job and actually 
caused him serious financial losses, for, as a salesman, good in- 
terpersonal contact with people was essential. Because of his 
emotional problems he often lost important sales. 


VI. Passive-Aggressiwe Personality, Passive-Dependent Type 


The passive-dependent type of passive-aggressive person is 
overwhelmed by feelings of helplessess and indecisiveness, and 
has a tendency to cling to people, as a dependent child does to a 
protective parent. Such persons tend to be somewhat irresponsible 
and childish at work. They function best in a supportive, non- 
threatening environment where they do not have to make deci- 
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sions. They require approval and reassurance from their employ- 
ers for maximal functioning. 

Clinical Example. A 40-year-old certified public accountant and 
attorney (who, at the time he was interviewed, was also attending 
graduate school at night where he was studying for a doctorate 
in law) had for the previous 15 years been working as a clerk 
in the post office in spite of his educational and professional 
qualifications. He was becoming increasingly aware of his dissat- 
isfaction and embarrassment about his situation and was desirous 
of finding out why he could not make a move to a job more in 
harmony with his education and training. In the past he had just- 
ified his work as a clerk to himself by rationalizing, “As soon as 
I have the proper training, I’ll make a move. I don’t feel sure 
enough of myself to make a change until I’m done with my educa- 
tion.” He acknowledged that he found the protective, non-com- 
petitive status of the post office desirable and that it made him 
feel secure. However, he was resentful about the situation, his 
lack of advancement in it, and his poor salary. He felt his present 
job was beneath him and made him feel inferior. 

This man’s passivity manifested itself, not only at work, but 
also in his marriage, where he depended upon his wife for all 
major decisions. She was starting to rebel over this situation, 
and this was adding to his consternation. In reality, he was an 
overly childish person who felt overwhelmed by his responsibil- 
ities and who found his major security, both in the cloistered 
halls of school where he was the “perpetual student,” and in the 
protection of a nondemanding job. 


VIL. Passive-Aggresswwe Personality, Passive-Aggressive Type 


In the passive-aggressive character disorder, passive aggressive 
type, aggressive impulses are expressed by passive measures, 
such as stubbornness, pouting, procrastination and obstructionism. 
Patients with this disorder are often unpredictable in their work 
performances. They may work poorly with others and have a de- 
moralizing effect on the group. They frequently complain and 
are dissatisfied about their situations, and may have erratic out- 
bursts of temper. They may be inefficient in their jobs and may 
have poor productivity, because their negativism prevents maxi- 
mal functioning. 














HAROLD KAPLAN, M. D., AND HELEN S. KAPLAN, PH.D. 43 


Clinical Example. A 35-year-old, unmarried woman held a very 
responsible position as executive assistant to the president of a 
firm. She was a lonely person who had few friends, and her job 
was her chief interest in life. She apparently had a very dependent 
relationship upon her employer who, while being fond of her, 
tended to take her for granted, and did not recognize the mean- 
ing of her job to the patient, and the significant contribution she 
was making to the company. He tended to make somewhat ex- 
cessive demands upon her time and neglected to see that she re- 
ceived a proper salary. 

This patient recognized her overdependence and passivity in 
reference to her employer and resented the fact that this need 
caused her to be so vulnerable to exploitation. She was, however, 
unable to assert herself, and attempted to suppress and repress 
her hostility. However, her resentment manifested itself in stub- 
bornness, irritability and negativism at work. Her employer would 
become alternately hurt, confused, and angry in reaction to her 
puzzling and erratic behavior. He rationalized’ that her difficulty 
was simply due to her being “an old maid” and was not suffi- 
ciently sensitive to her needs for encouragement, appreciation 
and praise. — 


VIII. Passive-Aggresswe Personality, Aggressive Type 


The aggressive type of passive aggressive patient feels frus- 
trated by his passivity and reacts to it with persistent irritability, 
tantrums, and overt aggressive behavior. These persons are diffi- 
cult to work with, and are hostile, provocative and antagonistic. 
They tend to work best by themselves. Associated with their hos- 
tility, is a great deal of anxiety, which further complicates their 
functioning. They also have a tendency toward development of 
depression. 


Clinical Example. A man of 40, a clerk, was chronically resent- 
ful about his difficulties, and lack of success in life, having been 
unable to sustain any long-term goals. He had left high school 
during his second year at the age of 16 against his family’s wishes. 
In spite of his superior intelligence and generally high ability, 
he had held a series of clerical jobs which he did not like and 
which he felt were considerably beneath him. He was basically 
a very competitive and ambitious person who harbored grandiose 
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fantasies about what he should have achieved in life. His married 
life was poor. He derived little gratification from his relationship 
with his wife. 

This man’s reaction to his frustration and disappointment in 
life was one of continuous diffuse hostility, a “chip on his shoulder” 
attitude. He was sharp and biting in interpersonal relationships 
at work. He was detached from his fellow-workers and most often 
worked by himself. He was constantly arguing with his employer, 
because, whatever work he did, he performed in a gruff, unwill- 
ing and hostile manner. The patient was besieged by profound 
feelings of inadequacy which he attempted to “hide” and compen- 
sate for with grandiose fantasies, and a diffusely hostile, “hard” 
fagade. These defenses allowed him to avoid facing reality. 


IX. Antisocial Reaction 


The antisocial individual is always in trouble and never seems 
to profit from experience and punishment. He has no real loyalty 
to any person or group. Although these people may have normal 
to superior intellectual endowments, they uniformly have poor 
social adjustments. They have poor school records and work 
records. ‘'ruancy from school, delinquent behavior, alcoholism, 
seriously disturbed interpersonal relationships, a history of en- 
tanglement with the police, associated often with criminally ag- 
gressive acts, check forging and car stealing, are often encount- 
ered. At work they are undependable, erratic, irresponsible and 
manipulative. They lack industry and steadiness, and art fre- 
quently absent. They are usually provocative, restless, self-cen- 
tered, and interested only in their more immediate gratifications, 
so that they work poorly with and for people. They are usually 
rebellious against supervision. Thus they almost all have serious 
vocational difficulties. 

Clinical Example. A 17-year-old boy had enlisted in the navy 
when he was 14 and had been discharged when his real age was 
learned. He had failed at almost all his courses at school and 
had been truant many times so that enlisting was an attempt 
at “escape” from a difficult situation. He had held numerous 
jobs for only a week or two, having been laid off from each be- 
cause of his unreliability, his handling of funds irresponsibly, 
and his hostile manner with customers and co-workers. 

This boy had no difficulty getting work because of the rather 
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charming, intelligent and positive impression he made initially 
in job interviews. However, within a few days of starting a job, 
his characteristic irresponsible behavior invariably manifested 
itself. The patient came from a well-to-do family and had a cold 
but overprotective mother who constantly was coming to his 
rescue to extricate him from the difficulties he had become entan- 
gled in. He preferred “hanging out” with a group of unemployed 
friends (some of whom had prison records) to working. He basic- 
ally had no desire to work “since my mother will give me all 
the spending money I need.” The patient was a very withdrawn 
and lonely person who felt that no one really cared for or loved 
him, and his diffuse hostile reaction was largely in reaction to his 
feelings of rejection. 


X. Psychophysiologic Visceral Disorders (Psychosomatic 
Disorders) 


Many physical illnesses, among which, for example, are peptic 
ulcer, and ulcerative colitis, are predominantly of psychogenic 
origin, and are designated as psychophysiologic disorders. Psy- 
chosomatic patients are tense and anxious people whose emotional 
conflicts result in somatic illness. These patients are frequently 
regressed and infantile and extremely dependent. They do not ac- 
cept responsibility at work readily and when under too much 
stress or pressure, may develop exacerbations of their physical 
illnesses. They are very often vocationally productive individuals 
who have a great deal of ability and sensitivity, but may require 
protected environments in which to function. 


Clinical Example. A 25-year-old married woman complained of 
migraines, which occurred during the week but did not oceur on 
weekends. She was a school teacher with a good deal of respon- 
sibility. Through treatment she realized that although she had en- 
joyed teaching school before her marriage, she now resented 
having to work to help support her overly dependent, inadequate 
husband. She felt she would not mind working if it was on a vol- 
untary basis, but she was extremely hostile about being forced to 
work out of necessity. Her resolution of this unconscious conflict 
was that she developed migraines during the week. They so in- 
capacitated her that she was unable to work and, therefore, was 
forced to leave her job. Her migraines represented great, re- 
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pressed hostility, directed toward her husband, who, she felt, was 
inadequate. 


XI. Emotionally Unstable Personality 


The emotionally unstable individual reacts with excitability, 
ineffectiveness, and poor judgment when under stress. Such 
people have excessive but poorly controlled impulses of guilt, 
hostility and anxiety. They function poorly on the job, and tend 
to be impulsive and erratic in their productivity. Under stress, 
their functioning deteriorates completely. 

Clinical Example. An unmarried woman of 45 worked as a 
librarian. She lived with another single woman. She was ex- 
tremely immature and unsure of herself. Whenever she was asked 
to do anything at work that was out of the ordinary, she would 
go into a panic, feel she could not do it, and frequently develop 
a psychosomatic complaint, such as diarrhea. She was extremely 
hypersensitive to criticism and would lose her temper with any- 
one who upset her. At other times, she would withdraw under 
stress. Her day consisted of a series of stresses and crises, and 
of severe emotional reactions to them. A very difficult area for 
her was her relationship with her roommate. She felt homosex- 
ually attracted to her but could not in any way express or even 
accept this impulse, which was productive of a tremendous amount 
of anxiety. She was a lonely woman who craved love, warmth 
and a dependent relationship. 


XII. Inadequate Personality 


The inadequate personalities are individuals who have inade- 
quate intellectual, emotional, social, and physical responses to 
life. At work, these patients have defective judgment and man- 
ifest ineptness. They lack physical and emotional stamina. They 
work poorly with others. They are unpredictable and impulsive 
in behavior. They are totally incapable of meeting the responsi- 
bilities of life. 

Clinical Example. A patient, a 28-year-old man, lived with his 
widowed mother. He was markedly overprotected during his 
childhood, because he was sickly and frail. He recalled that his 
mother used to bring his milk to school to make sure that he 
would drink it. Although he was a high school graduate, he had 
been unable to obtain work, even of a menial nature. He found 
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that he became “too exhausted” with clerical work; in sales work, 
“he would become too upset by customers”; and “menial work” 
was “beneath him.” He had never had any boy friends, and had 
never dated a girl because he “didn’t have the money.” He noted 
that his mother was not well and that he often had to nurse 
her during her frequent illnesses, and would have to do the 
housework for her. During his first psychiatric interview, he 
recited a series of psychosomatic illnesses which, he believed, 
served to justify his inability to function. He and his mother were 
on relief and had been on the welfare rolls for some years. The pa- 
tient was unprepared to assume the responsibilities of an adult 
in our society. 


XIII. Schizoid Personality 


Schizoid personalities are persons who avoid close relationships 
with others and are unable to express their hostility. As a result, 
they are quiet, aloof, withdrawn, lonely, detached and fearful. 
At work, they avoid competitive situations and interactions which 
involve contact with people. They tend to work better alone. 
They often have difficulty concentrating at work, and tend to 
daydream excessively. Although their job performance is likely 
to be mediocore they may function well on occasion, in a pro- 
tected work environment. 

Climcal Example. A 30-year-old automobile mechanic had 
trouble holding a job. He claimed to be a good mechanic and 
had good references from past employers to prove it. However, 
he apparently had difficulties with his fellow workers and did 
not get along well with them. He complained that whenever a lay- 
off would occur at work, he was invariably the one who was laid 
off. He felt extremely hostile toward people, and tended to con- 
tain his hostility by withdrawing from interpersonal contacts. 
He acknowledged that his employers also did not care for him 
because of his shy, diffident behavior. He said that he preferred 
to work and be alone. 


XIV. Paranoid Personality 


Patients with paranoid personality generally are rather schizoid, 
have, in addition, an exquisite sensitivity in interpersonal rela- 
tions, and tend toward suspiciousness, envy, extreme jealousy 
and stubbornness. At work they may be argumentative and an- 
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tagonistic, and may constantly feel exploited (usually without 
reason). They may be negativistic toward supervision, and un- 
predictable in their performance. Generally these people are alert 
and sensitive to their environment and may be maximally pro- 
ductive as long as there is no encroachment upon their areas of 
psychological sensitivity. 

Clinical Example. A man of 35 worked as a clerk in a store. 
He constantly felt that his employer was exploiting him and 
showing favoritism to other employees by giving them the pro- 
motions and choice work schedules and always neglecting him. He 
wanted to get the “gravy” jobs; and he felt that the others always 
got them, and he didn’t through no fault of his own. He realized 
that he never went out of his way to help his employer, as he would 
not do anything “that he wasn’t being paid to do.” Although he was 
often overtly provocative toward his employer, he could not 
understand why the employer was constantly angry at him and 
kept “hauling him before the shop steward with complaints.” In 
his personal life he was withdrawn and lonely. He lived with his 
parents, with whom he got along poorly. They had frequent argu- 
ments about money. He resented contributing to the home, which 
his mother insisted that he do. He felt his parents were “over- 
charging” and taking advantage of him. 


XV. Schizophrenic Reactions 


Schizophrenic reactions are a group of psychotic disorders 
(hebephrenic, simple, paranoid, and catatonic types) characterized 
by fundamental disturbances in reality-relationships and concept- 
forms, with accompanying affective, behavioral and intellectual 
disturbances of varying degrees. In these disturbances, there is 
a strong tendency to retreat from reality and withdraw into 
hallucinations, delusions and illusions. A patient with this illness 
may symptomatically present a picture varying from a relatively 
well-integrated, well-defended and well-functioning, employable 
schizophrenic, to a seriously deteriorated catatonic who requires 
long-term institutionalization. All schizophrenics have difficulty to 
some degree in working with people, as a result of ambivalence 
and confused feelings. They are unpredictable and irregular in 
work performance, and may function well at one time and poorly 
at another, often according to the stress they are exposed to and 
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the symptoms they develop in and out of work. Each case must 
be considered individually. 

Clinical Example. This patient was a 34-year-old unmarried 
man. He had been unable to hold a job for four years—since he 
had been discharged from a state hospital after suffering a sev- 
erely psychotic (catatonic) episode. He felt that he did very well 
at his jobs but that his employers were “against him.” He believed 
that people were envious of his aristocratic American background. 
At one job, where he was running an elevator, he left the elevator 
unmanned for an hour because he felt someone was watching 
him from the street. He left the elevator to look for this fantasied 
person. He became belligerent with his employer when he was 
asked about this; and he felt he had been fired only because his 
“boss was out for him.” . 

He lived with his mother, had no friends, and felt that neigh- 
bors ignored him because they were “foreigners” and jealous 
of his status. This patient was profoundly disturbed psycholog- 
ically. He recognized contradictions in his reasoning, but could 
not bring himself to acknowledge them because of the threat to 
his precariously supported ego. He was extremely hostile, but 
denied his hostility and projected it onto others. His feelings of 
inferiority were covered by his rather flimsy, restitutive, grandiose 
fantasies in reference to his ancestry. 


Some Basic Prosptems Causine VocaTIONAL MALADJUSTMENT IN 
Our CULTURE 


It is the concept of the authors that vocational maladjustment 
is part of the larger problem of emotional illness. Although it 
is beyond the scope of this paper to delineate the causes of mental 
illness in our society, a few of the more common causes of mal- 
adjustment and their vocational manifestations will be described. 

The manner in which the individual handles hostility may re- 
sult in a variety of vocational difficulties. If one is continuously 
overtly hostile and aggressive, he will tend to get along poorly 
with his fellow-workers. If he internalizes his resentment, this 
may result in depression and a problem in functioning efficiently at 
his job. If he is unaware of his hostility, it will further confuse 
his interpersonal relationships, and result in the production of 
reactive anxiety. It is important in the psychotherapeutic manage- 
ment of these patients to make them aware of their aggression, 
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of its rational and irrational aspects, and of how it may be effect- 
ively discharged. 

Certain persons have a serious problem with dependency. They 
seek dependent relationships with their supervisors at work, or 
they seek “dependent” types of work, such as is often found in 
certain jobs under civil service. They feel exploited in these de- 
pendency relationships, become resentful and anxious about their 
plights, but feel paralyzed in taking active steps to improve 
their situations. On the other hand, when their dependency needs 
are frustrated at work (by insecurity of employment or by lack 
of appreciation from their superiors), they become hostile and 
anxious. At times, these people end up unemployed and on 
the relief rolls. They then find rehabilitating themselves is difficult 
because of the unconscious dependency gratification they derive 
from “governmental” support. 

Difficulties involving self-esteem are often a significant aspect 
of vocational problems. If the worker feels inferior and unim- 
portant, he is very likely to function in a poor manner because of 
the anxiety resulting from the threat to his self-esteem. Industrial 
psychology has long recognized that it is necessary to give the 
worker a feeling of participation in a group, and recognition of 
that participation, in order to give him adequate feelings of esteem 
and, thereby, affect his work favorably. Similarly, problems in the 
area of self-confidence will affect such things as the individual’s 
learning of new skills. 


The problem of excessive competitiveness may manifest itself 
most clearly at work. The patient may be guilty about his com- 
petitiveness and the hostility implicit in it, anxious lest he lose 
in the competition and concerned that people will not like him if 
he is too successful. Sometimes these people overwork because 
of their excessive competitiveness. In the end, overcompetitiveness 
usually hinders vocational functioning. 


.Horney* points out a series of contradictions in our society 
that are a constant source of anxiety for many people. For ex- 
ample, there is a contradiction between the goal of success through 
rugged individualism (that is, through competition) on the one 
hand, and the concept of brotherly love on the other, a concept 
which is somewhat antithetical to the competitive struggle omni- 
present in our society. Another confusing contradiction is the 


beings 
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alleged freedom of the individual on the one hand and his in- 
creasing realistic limitations on the other. 


The conflictual situations mentioned may result in a tremendous 
amount of anxiety for many people in our culture. The individual 
may attempt to diminish this through symptom formation, as 
has been discussed earlier in this paper. Various characterological 
defenses may ensue, or the patient may develop various neurotic 
needs. The patient may develop an inordinate need for reassur- 
ance and praise in order to diminish his anxiety level. On the 
other hand, he may strive excessively for success and prestige to 
bolster his ego, and, in so doing, may overwork. He may attempt 
to dominate or humiliate others in his interaction with them so 
that they “feel smaller, and he feels bigger.” In that way he may 
compensate for his inferiority feelings. He may become very de- 
manding and perfectionistic. Some very anxious people become 
chronically hostile because they resent their lot in life, and this, 
in turn, may set up a vicious cycle. Any of the aforementioned 
neurotic disturbances carried over to vocational functioning may 
result in difficulty in that area. 


MANAGEMENT OF THE EMOTIONALLY DisturRBED Patient WITH 
A VOCATIONAL PROBLEM 


The patient who is emotionally disturbed and has a related 
vocational problem requires psychiatric evaluation before any 
further steps are taken in the management of the work problem. 
If the patient reports first to a vocational rehabilitation agency* 
and a history of emotional disturbance is elicited by the vocational 
counselor, it is advisable for the patient to be referred to a psy- 
chiatrist so that his emotional illness may be evaluated. (This 
is the policy of the New York State Division of Vocational Re- 
habilitation where all clients with psychiatric disabilities are seen 
by a screening psychiatrist before any major steps are taken in 
their rehabilitation. ) 


It is essential for the psychiatrist to determine, during this in- 
itial consultation, the nature and severity of the patient’s psy- 


*While there are many resources available for vocational counseling in the com- 
munity, they are all for selected groups except the states’ divisions of vocational 
rehabilitation, which have the specific function of providing a total rehabilitatijon 
service ‘to all persons of employment age, afflicted with physical or emotional hand- 
icaps. These state rehabilitation divisions are financed by the states and federal funds. 
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chiatric disorder and its prognosis with and without psycho- 
therapy. The vocational counselor who refers the patient for psy- 
chiatric consultation can aid the psychiatrist greatly by filling out 
part of the vocational picture of the client-on the basis of his 
knowledge and contact with him. (While a conference between 
psychiatrist and vocational counselor is particularly helpful at 
this point, a written report by the counselor of his evaluation 
of the patient’s vocational situation—sent to the psychiatrist be- 
fore he sees the patient—should be adequate.) 

When the psychiatrist and vocational counselor have finished 
with their respective evaluations, the following factors which are 
of great importance in determining the vocational capacities and 
employability of the client, should have been reviewed. 


I 


What is the patient’s psychiatric diagnosis and its severity? 
Is his condition acute or chronic? What is the prognosis with and 
without. treatment? Is psychiatric treatment indicated? When is 
it indicated? And what type of treatment is advisable? It is well 
for the psychiatrist to evaluate the historical background of the 
patient’s emotional problems, and also to study the patient’s de- 
velopmental, sexual and family background. The patient’s mental 
status should be noted. This should be in addition to an evalua- 
tion of the psychopathology associated with his vocational diffi- 
culties. Psychological projective tests, administered by a psychol- 
ogist, may be of use in further defining the psychological status 
of the patient. 

If the patient’s diagnosis is a neurosis, how incapacitating is 
this neurosis as far as his employability is concerned? How does 
he get along with people? One must evaluate the patient’s flex- 
ibility. How does he react to authority, frustration, and stress? 
Can he work with either sex? How are his feelings of self-con- 
fidence and self-esteem? How are his powers of concentration 
and reasoning? | 

If the patient is suffering from a psychosis, how incapacitat- 
ing is his psychosis as far as his employability is concerned? In 
his contact with people, does he function best in a relatively with- 
drawn, secluded and protected environment, or can his job be 
used as a means for increasing the patient’s socialization? How 
is his self-esteem? How does he react to supervision and frustra- 














HAROLD KAPLAN, M. D., AND HELEN 8S. KAPLAN, PH.D. 53 


tion? Is he flexible? Does he work better with men or women? 
How much stress can he sustain without becoming too disturbed? 
Is he capable of concentration, sustained effort, or complicated 
reasoning? Does he have periods of confusion? How does his dis- 
tortion of reality affect his functioning? 


I 


What are the patient’s interests ; aptitudes; intellectual, physical 
and psychic capabilities; strengths; assets and weaknesses? His 
age, education, work background, special training, interests and 
vocational desires should be evaluated. Are the patient’s vocational 
desires realistic? Does he prefer: moving about or staying in one 
place; noise or quiet; gross movements or hand-finger dexterity 
at work; manual or office work; routine or skilled work; taking 
orders or showing initiative; being exposed to cleanliness or dirt; 
doing indoor or outdoor work? Various work interest tests (what 
the patient likes) and work aptitude tests (what he is most cap- 
able of) that may be administered by a psychologist are helpful 
in further delineating the patient’s interests and talents. Certain 
jobs require certain IQ’s, and intelligence tests may be helpful 
in determining if the patient has the minimal intellectual endow- 
ment required for a particular job. Physical factors must be eval- 
uated for particular types of work (such as manual labor). It is 
essential to separate objectively the patient’s desires, fantasies 
and daydreams from his true capabilities. Does the patient want 
to, or feel able to learn new skills or go to school? 


Ill 


What is the patient’s motivation for psychotherapy and for vo- 
cational rehabilitation? How co-operative is he? What is his un- 
derstanding of his condition? How good is his judgment? Does 
he expect magic from rehabilitation efforts, or does he have a 
realistic understanding of their limitations? 

Many patients with vocational difficulties have a problem with 
their own dependency, either upon their family or the govern- 
ment (that is, a department of welfare, or the Veterans Adminis- 
tration) for support. The secondary gains accruing from their 
work difficulties and unemployment may be great, may hinder re- 
habilitation efforts, and should be evaluated. RS 
Presenting another type of problem is the patient with a trau- 
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matic industrial neurosis who believes he cannot work as the re- 
sult of an industrial injury and who requires prolonged compen- 
sation and support from an insurance company—often for minor 
injuries. Such cases require careful psychiatric study. 

Alger and Rusk* point out that many people in our society find 
it a humiliating experience to receive help such as that given in 
counseling therapy and rehabilitation. This problem must be 
handled early in treatment if it is found. 


IV 

The socio-economic setting is important. 

How much encouragement and environmental support does the 
patient receive from his family and his environment in his efforts 
to rehabilitate himself? Does his family infantilize him and over- 
encourage his dependency so that he has little desire to assume 
adult responsibilities and become vocationally independent ?* 

What are the economic pressures upon the patient? What are 
the employment and economic possibilities in his geographical 
area? Are there any employers available who are interested, or 
willing to employ patients who are being rehabilitated? (Employ- 
ers must be educated to realize that where these rehabilitated 
people work out successfully, they often are exceptionally loyal and 
hard workers and that employee turn-over may be less with them. ) 
“There must be, in placing these patients in employment an under- 
standing of the physical set-up, relationship with staff and fore- 
man, work shift and degree of responsibility, nature and level 
of work and production requirements.”* Furthermore, job security, 

*Pearson and English (Ref. 5) feel that most vocational problems have their origin © 
in the poor preparation of many adolescents by their parents for their eventually 
having to make a decision about their vocational futures. Pearson and English feel 
that many families are proud that their children don’t have to work and can go to 
college, assuming that college will resolve all the work problems. Others feel that 
our country offers such unlimited possibilities that -planning is unnecessary and that 
one’s work future will take care of itself. 

Pearson and English feel these attitudes are wrong. They feel that in our culture a 
person must be prepared gradually to assume eventually the responsibility of work. 
Adults should encourage their children to work around the house and develop the 
feeling of self-satisfaction that comes from working. Children must learn to work 
co-operatively with their parents, as they must learn later to work with others at 
their jobs. Adolescence should be a period of thoughtful planning and discussion about 
the future. The adolescent must be encouraged to seek increasing independence. In 


most patients with vocational problems, it is rare that a family has offered con- 
structive advice and help. 
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job recognition, the satisfaction to be derived from work, the 
salary and the chances for promotion must be evaluated. 

On the basis of the considerations mentioned, a decision can be 
made about the management of a patient’s rehabilitation. The 
treatment plan may involve simple vocational change or manipu- 
lation, intensive psychotherapy, counseling or job training, or any 
combination of these techniques. 


Often mere vocational change produces dramatic results. For 
example, a man may run into continual vocational difficulty be- 
cause he cannot make decisions easily. The expense, both econ- 
omically and emotionally, of reconstructing the man’s personality 
by intensive psychoanalysis may be prohibitive; and the most 
practical management of such a case might well be to change the 
patient to a job which requires a minimum of decisions, and there- 
fore is syntonic with his character structure. 


If the psychiatrist feels psychotherapy is essential for the sol- 
ution of the patient’s vocational problem, he must determine 
whether therapy should be concomitant with vocational training 
or whether it should be postponed temporarily until some time 
when the patient may be more able to utilize it. Perhaps the 
psychiatrist may feel that psychiatric treatment alone will be all 
the management required to help the patient vocationally. On the 
other hand, the psychiatrist may feel that psychotherapy by a 
psychiatrist is unnecessary. He may feel that the nature of the 
patient’s difficulties is either superficial enough, or is perhaps non- 
amenable to psychotherapy, so that benefit is possible solely 
from vocational counseling. This is a form of superficial psycho- 
therapy carried out by the vocational counselor (who is trained 
in counseling techniques), possibly under the psychiatrist’s super- 
vision or direction. Or the psychiatrist may decide to use a super- 
ficial counseling approach himself. (Here it is important to note, 
however, that most psychiatrists are very limited in their know- 
ledge of employment possibilities in a community and of such 
matters as the requirements of various jobs; and they would 
best use a vocational counselor as an adviser in determining 
vocational direction in patients with serious work problems.) 

Vocational counselors are well equipped through training and 
experience to practice counseling techniques in reference to vo- 
cational problems. Since psychiatrists have so many demands 
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made on their skill in other areas, the trained vocational coun- 
selor might well handle many of the psychologically less compli- 
cated cases that chiefly present vocational problems; or he might 
well handle cases which are non-amenable to psychiatric treat- 
ment and require prolonged supportive treatment. 


VocaTIONAL COUNSELING 


In the guidance or counseling management of vocational prob- 
lems, the person (who may be a vocational counselor or psychia- 
trist) working with the patient helps to guide, direct or counsel 
the patient to achieve a more realistic resolution of his work 
problem. “The most important purpose of vocational counseling 
is to evolve a realistic vocational objective.’”” Although the vo- 
cational problem is the prime concern in this type of situation, 
it is important for the therapist to explore the patient’s history, 
his current and past emotional problems and personality difficul- 
ties, and the environmental situation that surrounds the work prob- 
lem. Psychological interpretations of the patient’s related emo- 
tional complaints are kept on a superficial level and are chiefly 
given when they are close to the conscious awareness of the patient. 
This approach is less prolonged than intensive psychoanalytic 
psychotherapy, in that in a small number of treatment sessions, 
the patient is encouraged to assume a more realistic concept- 
ualization of his vocational problems. He is encouraged to gain 
insight and a better understanding of some of the emotional, diffi- 
culties that are producing his problems and to see how these diffi- 
culties may be mitigated through definite changes in his situation 
—which he is encouraged to carry out, thereby achieving full 
use of his assets and vocational potential. 

The attitude of the therapist should be one of warmth, sym- 
pathy, reassurance, and encouragement. He must give the patient 
moral support and be permissive and non-judicial. He must con- 
sistently help the patient to take the active role in making and 
carrying out the decisions he makes as a result of therapy. The 
counselor at all times must attempt to give him an understand- 
ing of, and help him to explore, his conflicts and his decisions in 
reference to his vocational problems, making it clear that it is the 
patient who must reach the final decision and determine the final 
plan by accepting or rejecting any specific vocation. 
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The therapist may recommend work therapy in a sheltered 
milieu. He may recommend the patient for vocational training, 
for work placement, or to an employment resource. As Wolberg* 
points out in his excellent textbook on psychotherapy, “the sicker 
the individual, the more he will need active guidance and direc- 
tion.” The healthier patient can and should make most of his 
vocational decisions himself. The therapist must be supportive 
to the patient in his job, once the patient has made his choice. 
He must encourage him to carry out his program to completion. 
He must allow the patient to ventilate his feelings—for example, 
of anxiety and hostility—as he adjusts to his job. As the patient 
becomes more secure and independent, in and out of work, guid- 
ance becomes unnecessary. 

When the patient is not amenable to superficial counseling or 
does not respond to a preliminary rehabilitation program, inten- 
sive psychotherapy by a psychiatrist is essential before any 
further resolution of the vocational difficulties is possible. 

Rennie’ notes that “. . . the largest number of patients who 
will need and profit by rehabilitation services are young people 
(largely schizophrenics) who have had little or no previous work 
history. Théy need plenty of time to find their goals . . . They 
need accurate information about the satisfactions and dissatis- 
factions to be derived from particular types of work. They are 
apt to be unrealistic and their first plans are often impracticable. 
The counselor needs unending patience to help the patient to a 
final plan that is his own plan and not the plan of the counselor.” 


INTENSIVE PsyCHOTHERAPY 


The psychiatric patient who, in addition to his other problems, 
has an initial marked vocational difficulty should be treated by the 
usual psychotherapeutic procedures used for the treatment of all 
neurotic illness. As his other emotional difficulties approach reso- 
lution, his vocational situation should also improve accordingly 
—as part of the total treatment situation. During therapy with 
patients with specific vocational difficulties, one may encoumter 
resistance taking various forms. For example, acting out in the 
vocational area is often found: The patient may use his employ- 
ment in a hostile or self-defeating manner, such as getting him- 
self fired in order to express negativistic hostility to the therapist 
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or to his own family. Other patients may show dramatic and 
marked vocational improvement in order to “please the therapist” 
and stop him from examining their other emotional problems. 
Notwithstanding this negative use of vocational improvement as 
a resistence, the positive value of vocational advance to the psy- 
chiatric patient’s treatment is great, in that he thereby sees con- 
crete evidence of his progress; and the value of change, vocation- 
wise, may result in a clearer understanding of his emotional 
problems. 

At times, even in intensive psychotherapy (where therapy init- 
ially tends to be relatively nondirective) a more directive approach 
may be necessary in the vocational area, as in the case of a re- 
gressed schizophrenic who—upon receiving the necessary encour- 
agement and support—subsequently obtained the first job she had 
ever had a short time after commencing therapy. Thereby she 
made a strongly positive move toward rehabilitating herself and 
participating more fully in therapy and life. 

The psychiatrist might well, even during intensive psychother- 
apy, decide to utilize the services of a vocational counselor or 
agency. Rennie’ reports that at one psychiatric clinic it was found 
that vocational services might well be used in conjunction with 
psychotherapy in young adults who have not found a vocational 
direction and have had limited work experience or none at all. 
Also such management is useful in patients for whom the prog- 
nosis for vocational and emotional adjustment under short-term 
private psychotherapy is good and whose acute emotional symp- 
toms have been relieved in a few sessions, but who still have - 
practical vocational problems, or need a continued supportive 
relationship to avoid recurrence of symptoms. 

Rennie also feels that psychotherapy combined with vocational 
services is most commonly indicated in patients under 30, par- 
ticularly high school and college students; in patients with severe 
physical handicaps as well as emotional problems; in patients 
over 50; and in recent immigrants to the United States. Lack 
of a vocational direction, or dissatisfaction with vocational choice, 
frequent or continued unemployment, or a need or desire for 
training in a chosen field, is more likely to indicate a need for 
vocational service than are poor personal relationships at work 
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or inability to apply one’s self on the job. These latter factors 
primarily require psychiatric help. 

It is well for the psychiatrist to realize that the vocational coun- 
selor is in. the position: 

1. To aid and advise the psychiatrist in his psychiatric treat- 
ment of certain of his patients with vocational problems (through 
the counselor’s knowledge of job and training requirements and 
availability, that is, his knowledge of the mental, physical and 
emotional requirements of various jobs, of the availability of cer- 
tain types of employment, vocational training and rehabilitation 
resources, and of selective job placements in the community) and, 

2. Through his knowledge of counseling, to guide certain pa- 
tients himself (that is, patients who have superficial emotional 
problems manifesting themselves through vocational difficulties, 
or those with chronic psychiatric illnesses, non-amenable to psy- 
chotherapy but requiring prolonged support) to a better voca- 
tional adjustment, more in harmony with the patient’s person- 
ality. This may result from the counselor’s psychological support 
of the patient, his understanding and management of some of 
the superficial: psychodynamic problems involved, and his ability 
to evaluate the patient’s real work abilities and potentials as 
opposed to the patient’s fantasied ones. 

It would seem, thus, that for the most effective treatment of 
vocational difficulties in psychiatric patients, teamwork between 
the psychiatrist and vocational counselor is the essential require- 
ment, With both disciplines collaborating fully and working to- 
gether, a clarification of the therapeutic regimen to be followed 
can be more readily determined, and maximal results can thereby 
be achieved. 


SuMMARY 


It has been estimated that emotional difficulties affect the vo- 
cational functioning of eight out of 10 psychiatric patients so 
that they may be said to have vocational problems. Either the 
symptoms of the illness may affect the patient’s work functioning, 
or the problems that are causing the symptoms may affect the 
patient’s functioning. These vocational difficulties frequently re- 
quire treatment by a psychiatrist often in association with vo 
cational rehabilitation by a vocational counselor. All vocational 
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problems that are emotionally based should be evaluated by a 
psychiatrist, but the more superficial ones, or those which are not 
amenable to intensive psychotherapy, may often be adequately 
managed by a vocational counselor. In the treatment of vocational 
difficulties, a teamwork approach between psychiatrist and voca- 
tional counselor is essential. 


110 East 87th Street 
New York 28, N. Y. 
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THE RELATIONSHIP OF CONSCIOUS MATERNAL ATTITUDES 
TO CERTAIN ASPECTS OF PREGNANCY 
BY GEORGE WINOKUR, M. D., AND JACK WERBOFF, M.A. 


INTRODUCTION 


The idea that the feelings and attitudes of a pregnant woman 
may affect the clinical course of delivery is not new, but data of 
an organized sort substantiating this conception are certainly of 
a scanty nature. All workers in obstetrics, psychiatry, psychology 
and social work have felt the tremendous impact of Grantly Dick 
Read’s anecdotal evidence that fear in childbirth causes physio- 
logical changes in tissues which predispose to pain during labor.’ 
Squier and Flanders Dunbar’ offer suggestive evidence in the 
form of two case reports that the approach and technique of a 
consultant in psychosomatic medicine may materially elucidate and 
relieve such symptoms as nausea and vomiting and even, in some 
cases, the bleeding of spontaneous abortion. Fries* suggests that 
the obstetrician who has utilized the findings of mental hygiene 
during the pregnancy will find a more satisfactory type of co- 
operation on the part of the mother during labor and delivery. 
The patient handled in this way is thought of as more inclined 
to bear down at the right time, as not inclined to use up un- 
necessary energy in screaming and as not so likely as others to 
need operative help in the delivery. 

The foregoing statements are subjective and, only recently, 
has more quantified material been available concerning attitudes 
and pregnancy. Zemlick and Watson‘ observed 15 primiparous pa- 
tients rather intensively, utilizing many tests and independent 
observers. It was found by these workers that anxiety as measured 
by their tests was positively related to independent clinical criteria 
of difficult pregnancy and labor. In general then, it is possible to 
conclude that clinical, anecdotal, and statistical evidence supports 
the premise that maternal attitudes are in some way related to 
behavior during pregnancy and delivery. The paper presented here 
is a further study in this realm, one which deals with a relatively 
large number of obstetrical patients and attempts to investigate 
more fully certain aspects of the total problem. 















































CONSCIOUS MATERNAL ATTITUDES AND PREGNANCY 


SUBJECTS AND PROCEDURE | 


The subjects for this investigation were 124 white women, 123 
married, one unmarried, who were first seen in the third trimester 
of pregnancy. All of the subjects were dependents of United 
States Air Force personnel. Of the 123 married women, 109, or 
89 per cent, were wives of enlisted men, and 14, or 11 per cent, 
wives of officers. This ratio of officers’ to enlisted men’s dependents 
was closely representative of the general air force population. Of 
the 124 women, 69 were primiparous and 55 were multiparous. The 
average age of the primiparae was 21.52 years; and of the multi- 
parae, 25.98 years. The primiparous group had been married for 
an average of 1.47 years, while the multiparous women were mar- 
ried for an average of 5.27 years. There were 29 Catholic women 
and 94 Protestants, 123 of the 124 total. This religious ratio ap- 
proximates the representation of these religions in the general 
population. 

During one of her routine visits to the clinic, each subject re- 
ceived the following questionnaire to fill out. This was adminis- 
tered by a woman aide who was responsible for a number of clinic 
tasks. None of the women refused to fill out the questionnaire. In- 
deed, they seemed to regard it as another necessary procedure. 
Using this technique, it was possible to get 124 consecutive clinic 
cases who would be delivering within a particular three-month 
period. 


Any resistance to filling out the questionnaire may have been 
expressed by not answering Question 8, in which the subjects were 
asked to express in brief essay form how they felt about having 
their babies. Question 8 was then rated by the authors on a three- 
point scale. A zero (0) rating was given if the question was left 
blank. An evaluation of an expressed attitude was made by consid- 
ering the presence or absence of apprehensive attitudes, adjectives, 
and thoughts. A minus (—) rating was considered desirable and 
reflected a positive attitude or the absence of apprehensive, anx- 
ious comments. A plus (+) rating was considered a reflection of a 
negative attitude and showed the presence of fearful, apprehensive 
and anxious comments and adjectives. The authors felt that state- 
ments which strongly expressed a denial of fear and apprehension 
should be considered in this latter (+-) category. Each statement 
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was independently rated by the writers and 100 per cent agree- 
ment was established. 


Questionnaire 


These questions are being asked as part of a research project. We would 
appreciate your answering them to the best of your ability. 

1. Your age— Years married 
Number of times you have been pregnant- 
How many miscarriages, if any? 
How many children do you have at present? 
Was this a planned pregnancy? Check one. Yes- No- 

Do you want to have a baby at the present time? 

Check one. Yes— No : 

Did you want to have a baby at the time you became pregnant? 
Check one. Yes— No 

8. In a couple of sentences, tell how you feel about having a baby. 
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A check was kept on all women in the study, and within 12 hours 
of the delivery, one of the authors appeared on the ward to collect 
the following data. 

1. The difference m terms + or — days of the estimated 
date of confinement (EDC) as opposed to deliwery date. The EDC 
was calculated by the attending obstetrician and was considered to 
be 40 weeks from the first day of the last menstrual period. 

2. The length of labor. This was evaluated by the obstetrician 
and was defined as that period of time from the beginning or on- 
set of regular contractions, with progress as shown by the efface- 
ment and/or dilatation of the cervix, to the expulsion of the 
placenta. 

3. The tolerance of labor m terms of whether the subject was 
“less tolerant,” “of usual tolerance,” or “more tolerant.” This 
rating was given by the attending obstetrician and defined in the 
following manner. A woman was rated as being more tolerant 
if she gave few or no statements about being afraid; was anxious 
to get on with the labor; seldom asked for relief; made few or 
no outcries; was co-operative in “pushing down.” A woman was 
rated as less tolerant if she gave frequent verbal outcries; showed 
apprehension on entering the labor room; gave frequent expres- 
sions of fear; asked for relief of pain often and earlier than usual 
in labor ; if her sedation was less prolonged than usual in its effect; 
and if she was un-co-operative in “pushing down.” 
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Five obstetricians assisted in the collection of these data, and 
an attempt was made’ to standardize their ratings and procedure 
in accordance with the foregoing ideas. 

4. The religion of the subject and whether she was an officer’s 
or enlisted man’s wife. These data were obtained from the chart. 


REsvULtTs 


The collected data were subjected to a number of different types 
of statistical treatments including analysis of variance, and cor- 
relational methods. Much of the material yields inconclusive re- 
sults, that is, below an acceptable level of statistical significance. 
Rather than burden the reader with large tables of insignificant 
data, it seems more meaningful to present the results in essay 
form. Each of the major personal and attitudinal variables used 
in the study is considered individually, and only important rela- 
tionships are reported. 


Age of Mother 


A woman’s age has sometimes been considered to be an impor- 
tant determiner of her attitude toward having children, and also 
of her performance in labor and delivery. These results indicate 
that age is not an important determiner of attitudes and behavior 
in the pregnancy area of this survey. The only significant relation- 
ships that are found with age, are those which have no psycho- 
logical importance. Those are, for example, that older women have 
also been married longer and tend to have more children ‘than 
women who are younger. 


Number of Years Married 


The variable of length of marriage functioned in the same 
manner as Age of Mother, with no important relationships noted. 


Number of Children at Present 


It should be pointed out that the number of children is a factor 
that tends to operate in a similar manner to Age of Mother, and 
Number of Years Married, and that this is a resultant condition 
of the two former variables. Other important relationships are 
also noted. It was found that the more children a woman had, the 
less likely it was that she wanted her present baby at the time of 
conception (r=.4461, significant at the 1 per cent level). 
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The treatment of this variable permitted the imposition of a 
natural dichotomy so that two groups could be compared. These 
groups were a primiparous group and a multiparous group. In 
comparing these two groups, it was found that there was no dif- 
ference in reports that pregnancies were planned. Positive find- 
ings of a similar nature to the foregoing correlational results show 
that a greater percentage of primiparous women want their babies 
at the time of conception than of multiparous women (Table 1). 
A further comparison also shows some difference between the two 


Table 1. Percentages of Primiparous and Multiparous Women 
Who Wanted Their Babies at Conception, N—124 








Primiparous Multiparous 
No. Per cent No. Per cent 
DEE Nr ar ore 57 83 34 62 
Not Wanted .......eeseeeee- 11 16 19 35 
No Answer ......ccseeveees <3 1 2 3 





groups in the attitudes of apprehension or lack of apprehension 
about having the baby. These attitudes are the ones tapped by 
question 8 on’the questionnaire, rated by the investigators in the 
fashion already explained. These show that the primiparous group 
tended to be less apprehensive about their pregnancies (Table 2). 
Both groups show the same degree of Tolerance of Labor, as this 
was rated by the obstetrician, with no specific difference noted 


Table 2. Percentages of Primiparous and Multiparous Women 
Whose Attitudes Toward Having Their Babies Were Rated 
as Being Apprehensive or Not Apprehensive 
(Question 8 on the Questionnaire). N=124 








Primiparous Multiparous 
No. Per cent No. Per cent 
Apprehensive ......eseeeeeee 12 17 16 29 
Not Apprehensive .......... 46 67 28 51 
No Amswer ....cseeseeeeees 11 16 11 20 





as to whether delivery was before or after the EDC’s. As would 
be expected, the Length of Labor shows a significant difference be- 
tween the two groups, with the primiparous group having a mean 
of 461.04 minutes and the multiparous women a mean of 254.24. 
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Number of Miscarriages 


It might be expected, if a woman has experienced prior difficulty 
in pregnancy, namely a miscarriage, that this experience might 
have some detrimental effect upon her later attitude and perfor- 
mance in pregnancy and delivery. This study shows, however, that 
for this group of women, having had a miscarriage in no way pre- 
disposes a woman to the subsequent specific problems investigated 
here. 

Plammng Pregnancy 

Although it had been anticipated that an active planning of 
pregnancy would also tend to predispose to other positive atti- 
tudes and behaviors during the pregnancy and delivery, this hypo- 
thesis was not sustained. The only significant result shows some 
consistency in that those women who plan their pregnancies also 
report that they want their babies at the time of conception 
(r==.5376, significant at the 1 per cent level). Planning appears 
then to have no bearing on, or relationship to, other variables of 
attitude and performance. The question of planning may be a 
rather tenuous one to answer with any clarity. There appear to be 
many couples who are able to verbalize the desire to have children, 
but who may or may not actively engage in a particular regimen 
for that special purpose. A lack of planning cannot be construed 
to mean a lack of desire to have a baby. 


Attitude of Apprehension ; 


Apprehension was measured by the authors, extending a partic- 
ular rating to the mother’s response to a particular open-ended 
question (Question 8). A low, but still significant relationship was 
found between this variable which measured whether a woman was 
apprehensive or not apprehensive about having a baby, and Toler- 
ance of Labor, as independently rated by the obstetrician. It was 
found that the less apprehensive woman was also more tolerant to 
labor (r=.1759, significant at the 5 per cent level). This atti- 
tudinal variable showed no other relationship to any of the other 
factors in the study except for those reported in Table 2. 


Difference in Delivery and EDC 


The difference between the time the obstetrician predicted the 
delivery date, and the actual date of delivery was recorded to de- 
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termine whether the mother delivered before or after her EDC. 
There appeared to be no relationship between this factor and other 
variables in this study. It might be that the date of delivery is re- 
lated to factors, physiological and/or psychological, not measured 
here. 
Length of Labor 

As has been previously indicated, the length of labor was re- 
lated to whether a woman was primiparous or multiparous. lt 
seemed from these data that attitudinal factors for the group of 
women studied did not play a significant role. 


Tolerance of Labor 


The variable of tolerance of labor also did not yield significant 
results except where noted in the discussion of its relationships 
to the woman’s attitude of apprehension toward having a baby. It 
might have been hypothesized that a woman’s tolerance of labor 
would diminish with prolonged time of labor; this appears not to 
have been borne out by the results, since this correlation was al- 
most zero. 

Religion 

Since there were representative samples of Catholic and Pro- 
testant women, totaling 123 of the 124 in the study, it was felt that 
some essential differences might exist between the two groups as 
special functions of the inherent philosophies or beliefs of their 
respective churches. Aside from religious differences, the two 
groups of women are quite similar, having the same mean age, 
being married the same average number of years, and having the 
same average numbers of children and miscarriages. 

It can be seen from Table 3 that among the Protestant group 
of women, there is more planning of pregnancies than among the 
Catholic women. This difference probably reflects the attitude of 
the Catholic Church on childbearing practices. 


Table 3. Percentages of Catholic and Protestant Women Who Plan Their 
Pregnancies. N=123 








Catholic Protestant 
No. Per cent No. Per cent 
Pima! 6S OE RO 9 31 46 49 
Not Planned .............. 19 66 47 50 
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It is possible to note a trend from Table 4. The table shows that 
there tends to be a lesser percentage of Catholic women who want 
their babies at the time of conception than there is of Protestant 
women. It is rather clear, however, that the majorities of both 
groups definitely want their pregnancies. The difference in per- 
centages seems to be consistent with the findings of Table 3 and 
may reflect a difference in orientation toward childbearing be- 
tween the two religious groups. There appears to be no difference 


Table 4. Percentages of Catholic and Protestant Women Who Want 
Their Babies at the Time of Conception. N—123 








Catholic Protestant 
No. Per cent No. Per cent 
WOOMOTE ich eek s 86a CLES Sees 19 66 71 76 
iat Waa a ikke n cee weses > 8 28 22 23 
FD UE 5 iw piv-c adoces vue 2 . 6 1 1 





in their attitudes of apprehension toward having a baby, as rated 
by the authors. In being rated by the obstetricians as to their tol- 
erance of labor, a slight trend appears that shows a greater per- 
centage of Protestant women “more tolerant” of labor, with a 
greater percentage of Catholic women “less tolerant.” Equal per- 
centages in the two groups were rated as having usual tolerance. 
These percentages are seen in Table 5. Although these differences 
are small, they are consistent with other findings. Other religious 
differences are noted in the comparison between the two groups 
as to EDC. It is seen that both Catholics and Protestants deliver 
after their EDC’s. Protestants show a mean delivery of 3.51 days 
late, whereas Catholics deliver with a mean of 9.10 days late. 


Table 5. Percentages of Catholic and Protestant Women in Different 
Categories of Tolerance of Labor. N=123 








Catholic Protestant 

No. Per cent No. Per cent 
More Tolerant ..........4.- 8 28 32 34 
Of Usual Tolerance ........ 15 52 51 54 
Less Tolerant .........se00- 5 17 8 9 
WOO: BOPORE oe cc ccvccecescess 1 8 3 3 





(This is significant between the 1 per cent and 5 per cent levels.) 
A trend is further noted for Catholic women to have longer labors 
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than Protestant women, with a mean of 439.69 minutes for the 
Catholics, and a mean of 351.53 minutes for the Protestants. This 
difference is not statistically significant. 

It is apparent from this comparison between an essentially 
matched group of Protestant and Catholic mothers, trends are 
present which indicate that religious differences are related to 
attitudes and performances in pregnancy and delivery. 


Social Class 


A gross measure of social class in the military service from 
which this sample was drawn, is the distinction between officers 
and the enlisted ranks. Although the sample of officers’ wives is 
small, it closely approximates one which is representative of the 
general air force population. Because of this, an evaluation of 
the social class variable should be considered tentative. Certain 
basic differences were noted in the personal characteristics of the 
two groups. It is seen that officers’ wives tend to be older, with a 
mean age of 27.36 years for the officers’ wives and 23.24 for the 
enlisted men’s. Officers’ wives probably as a function of age, also 
tend to be married longer and to have more children. 

A general comparison shows that there is no observable differ- 
ence in whether these women planned their pregnancies or wanted 
their babies at the time of conception. In Table 6, some difference 
in the attitudes toward having a baby is noted. It reflects the at- 
titude that officers’ wives tend to be less apprehensive about having 
a baby than enlisted men’s wives. When these women were rated 


Table 6. Percentages of Officers and Enlisted Men’s Wives and Their Attitudes 
of Apprehension toward Having a Baby. N—123 








Enlisted Men’s Officers’ 
Wives Wives 
No. Per cent No. Per cent 
Apprehensive ..........ee00- 25 23 2 14 
Not Apprehensive .......... 63 58 11 79 
No Amswer .......cceeseeees 21 19 1 7 





on their tolerance of labor, it was noted that officers’ wives tend 
to be less tolerant of labor than enlisted men’s wives. This result 
is seen in Table 7. Although no significant difference is noted, 
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Table 7. Percentages of Officers’ and Enlisted Men’s Wives and Their Tolerance 
of Labor. N=123 








Enlisted Men’s Officers’ 
Wives Wives 
No. Per cent No. Per cent 
More Tolerant ....cescecess 36 33 4 29 
Of Usual Tolerance ........ 59 54 7 50 
Tee TOMTOM. sane oi eis 0 baa% 10 9 3 21 
+ ae Mere ye oer er 4 4 0 0 





officers’ wives of this group delivered later (9.79 days past EDC) 
than enlisted men’s wives (4.21 days), a difference of 5.58 days. 
Enlisted men’s wives also tend to have longer labor; but this 
would probably be explained by the fact that the women of this 
group are also younger and have fewer children, and that length 
of labor would be a function of being primiparous or multiparous. 


Discussion 


Many points may be raised by the methods utilized in this study. 
One of the sharpest criticisms that could be leveled at the pro- 
cedure is that unconscious attitudes may be more potent than 
those that are conscious, and that these unconscious attitudes may 
be more effective in the influencing of various of the independent 
measures made. Unquestionably a great deal of clinical richness 
is lost in setting up a questionnaire in which there must inevit- 
ably be clear-cut answers; but, at the same time, a precise set of 
boundaries is gained. Even this simple questionnaire method pives 
an indirect opportunity for suppression or repression to have its 
effect. It is to be noted that only two women out of 124 obviously 
did not want their pregnancies at the time they were seen for 
the study (Question 7), and one might then assume that a sub- 
merging of at least some of the other women’s true feelings had 
occurred, particularly in the ones who had answered that they 
didn’t want to become pregnant at the time the pregnancies oc- 
curred. 

Unfortunately any method which utilizes interpretation as a 
lever to get at real attitudes also has in consequence a certain 
doubt as to the effectiveness and correctness of the interpreta- 
tion, At present, there seems no reliable way of arriving at an 
estimate of the potency of repressed feelings in influencing the 
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various aspects of delivery. It is possible to say that the results 
of this study indicate that conscious desires about having or not 
having a baby exhibit no significant relationship with tolerance of 
labor, differences from estimated dates of confinement or lengths 
of labor. There was, however, suggestive evidence that increased 
apprehensiveness militated toward decreased tolerance of labor. 
Even here, however, it is to be noted that officers’ wives as a group 
were less apprehensive than enlisted men’s wives and yet were 
at the same time less tolerant of labor. The evaluation of appre- 
hension was the only item which relied on some interpretation, 
the only measure which did not rely on completely conscious ma- 
terial; and, as such, this may be at least suggestive that out-of- 
awareness material is more important than conscious ideation in 
its effect on the variables at delivery. 

Although this work is by no means a completely analogous piece 
of research to that of Zemlick and Watson, it is noteworthy that 
many of the conclusions aré similar. In their paper, they report 
a substantial degree of positive relationship between anxiety and 
adjustment in labor, as rated by the obstetrician; and they specu- 
late further that anxiety produces tension in pregnancy, and that 
this tension carries over into the delivery room. They point out 
that anxiety is more predictable toward the end of pregnancy. 
In the study reported here, all subjects were in the last trimester 
of pregnancy, and those who exhibited apprehension were apt 
to be less tolerant of labor. Whether the woman does or does not 
want the baby seems to have no relation to tolerance of labor 
although apprehension may be a factor. 

It is possible to compare the raw data of this work with the 
data published by Hall and Mohr.* Eleven of their subjects stated 
that the pregnancy was acceptable, 43 said they had become re- 
conciled to it, and 14 were unreconciled to it. In our study, it will 
be recalled, only two of 124 subjects said that they did not want 
to have their babies at the time they filled out their questionnaires. 
One of these was the only unmarried mother in the sample. This 
marked difference in rejection of pregnancy between this study 
and Hall and Mohr’s may possibly be accounted for in the differ- 
ence in procedure. Hall and Mohr used an interview technique. 
Probably a more logical explanation, however, would be in another 
difference that existed between the two groups. Hall and Mohr’s 
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group was quite uniformly marginal or below in socio-economic 
status whereas the. group in this study was rather “average,” be- 
ing the wives of military personnel, most of whom had been 
drafted from the general population. As far as other factors 
are concerned, Read feels that the members of the lower 
socio-economic groups experience easier labor than do higher- 
status individuals. In general, this conclusion would be predicted 
by the data of this study, in that officers’ wives seemed somewhat 
less tolerant of labor. 

One of the more interesting findings was that primiparous wo- 
men tend to be less apprehensive about having a baby than multi- 
parous women. This result might be explained by the fact that the 
primiparous women have not been through pregnancy and labor 
and so maintain an attitude of less apprehension, whereas those 
who have been through this experience base their attitudes upon 
a particular and perhaps painful sequence of events which have 
already occurred. 

Finally the question of specificity of attitudes arises. Grace and 
Graham’ have postulated that each physiological variable may be 
associated with a specific attitude. In this investigation, only a 
small range of attitudes was utilized; and, conceivably, if more 
variant and specific but at the same time conscious attitudes could 
be isolated through interviewing, and correlated with performance 
during labor and delivery, it might be possible to continue the 
study and expect more striking results. 


SUMMARY 


One hundred twenty-four pregnant women were studied in an 
effort to determine the effect of conscious maternal attitudes on 
labor and delivery. In general the following conclusions may be 
drawn. : 

1. Primiparous women more frequently want their children at 
the time of conception than do multiparous women. 

2. Primiparous women are less apprehensive than multiparous 
women about pregnancy and delivery. 

3. Tolerance of labor varies inversely with apprehension but 
not to any high degree. 

4. Lack of planning for a pregnancy cannot be construed as 
meaning a lack of desire to have a baby. 
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5. Whether a woman consciously wants a baby at the time of 
conception is not related to tolerance of labor, to any difference 
between real and estimated dates of confinement, or to length of 
labor. 

6. Religious and social differences seem to be related to differ- 
ences in the general state of wellbeing during pregnancy and 
delivery. 


Department of Psychiatry and Neurology 
Washington University School of Medicine 
4940 Audubon Avenue 

St. Louis 10, Mo. 
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HOSPITAL INDUSTRIES AT BEDFORD VETERANS ADMINISTRATION 
HOSPITAL 


BY DELILAH RIEMER, M.D., HUGH E. KILMARTIN, M. A., 0. WALTER 
FERI, B, 8. IN BUS. ADMIN., RAYMOND W. SLATER, B. 8. IN ED., 
LELIA BR. BREWER, AA., OTR., AND PETER H. LYNCH* 


At Bedford Veterans Administration Hospital, Bedford, Mass., 
an 1,800-bed neuropsychiatric institution, hospital industries form 
an important part of the physical medicine and rehabilitation 
service program. Hospital industries may be defined as any oc- 
cupations outside of those involved in actual patient care which 
are necessary in the operation of the hospital. 


Ossectives oF HosprraL InpustTRIES 


The purpose of hospital industries is three-fold. First, thera- 
peutically, patients can find in hospital mdustries, relief from their 
psychiatric symptoms. Patients may need one type of occupation 
or another for self-expression, release of tension, release of hos- 
tility or aggression, development of self-respect and self-esteem, 
or a feeling of being needed and wanted. Occupations to fit the 
individual patient’s needs are prescribed by the chief of the phy- 
sical medicine and rehabilitation service and approved by the ward 
physician. In this area the therapist has an opportunity to evalu- 
ate and explore the vocational leanings of the patient, observe his 
behavior, and report his findings by means of progress notes to 
the psychiatrist through the chief of the service. At this’ level, 
certain hospital industries may be psychiatrically satisfactory for 
a limited time, as in the case of the patient who is on the garbage- 
collecting truck long enough to satisfy an expiation of guilt. When 
this symptom has been relieved, at least on the surface, he is 
ready for another type of assignment, which may be pre-voca- 
tional. 

Second, hospital industries satisfy the desire and need of the 
patient to be part of a community, since some patients may never 
become well enough psychiatrically to leave the hospital com- 
munity and go into the general community. These patients can find 

*Dr. Riemer is chief of the physical medicine and rehabilitation service, and her 


co-authors are officers and supervisors in that service at Bedford Veterans Administra- 
tion Hospital, Bedford, Mass. 
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in the hospital industries important niches for themselves in the 
hospital environment which becomes their home. 


Third, hospital industries serve as an important pre-vocational 
exploration area for certain patients who are well enough psy- 
chiatrically to go into the community. Patients may be trained 
in hospital industries for various fields. In addition to training, 
they also help some patients to maintain skills, so that they are 
fully prepared to go back into the community to take up jobs 
which had to be dropped on admission to the hospital. 


ASSIGNMENT OF PATIENTS 


Ward physicians refer patients on admission or later to the 
chief of the physical medicine and rehabilitation service for con- 
sultation regarding assignments. Some are assigned to industries 
on the basis of their own needs and the approval of the ward phy- 
sician ; others are assigned after the chief of the physical medicine 
and rehabilitation service evaluates recommendations of therapists 
in clinie and ward programs of the service. Recommendations are 
made by the therapists concerned after they have had opportuni- 
ties to study the patients fairly closely in clinics or wards, and 
feel that hospital industries should be the next step in the reha- 
bilitation treatment program. In still other instances, hospital in- 
dustries may be suggested as the maximum level of rehabilitation 
that certain patients can attain.* 


Rewuation to Tora REHABILITATION PROGRAM 


In developing a rehabilitation program, there are two general 
objectives: The immediate rehabilitation of the patient, and an 
ultimate rehabilitation goal for him. Often a clinic assignment 
may be made to accomplish the immediate objective—with an aim 
toward an assignment for pre-vocational training as an ultimate 
goal. As an example of this, patient J. P. was assigned to the 
manual arts therapy clinic for evaluation and self-expression as 
as immediate goal. He developed sign-painting proficiency to such 

*Since Bedford Veterans Administration Hospital is one of the larger neuropsych- 
iatric hospitals, transfer of patients from one building to another may hinder the 
continuity of a patient’s assigned program. This problem has been solved by having 


the therapist or hospital industry aide assume the responsibility of following the pa- 
tient and keeping him on the rolls regardless of the building he lives in. 
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a degree that he was reassigned to hospital industries and is now 
doing sign painting for the engineering division. The ultimate aim 
for this patient is to have him leave the hospital and attain a 
position as a sign painter in the community. 

At this hospital, practically all services, medical and non-med- 
ical are aware of the role they play in the rehabilitation of the 
patients. As a result of this attitude patients have been placed, 
for any of the three reasons that have been given, in the various 
occupations of the following services of the hospital: communica- 
tions and records, dietetics, engineering, finance, laboratories, 
nursing, physical medicine and rehabilitation service, registrar 
division, special services, x-ray service, and chaplaincy service. 
Table 1 shows the hospital services used, the number of pa- 
tients working in them at present, and the maximum patient-place- 
ment potential. 


Table 1. Patient Placement in Hospital Industry Services 





Employed Maximum 





at Placement 

Service and Positions Present Potential 
Canteen 

UGE CIIO: ois hak inh cbin win Ved scics etic’ os pecwe dis 1 1 

Kitchen helper .....ccessccssssecene ec ewecccccce 1 1 
Central surgical supply 

Bareen? Aide oss vei cececovesse eccceseceneccece ° 1 1 
Chaplain 

TaMItOr ...ccccccseees beegeedecasenaes eavesevecs 1 wl 
Communications and records 

OGNR GI ie S obec eevee ces vaccctnwcdedeeyss 0 1 
Dietetic 

Dining hall waiter .......sessseesveees Ricoh sine 22 30 

Cook’s helper ....sccccccsevcvcsccces eevesces eee 2 3 

Kitchen helper ......cccsecccccsccccee oe eveseces 20 30 

Chief Dietetics Office ........cesccsevces seed cote 1 2 

(Statistician) é 

Baker’s helper ......ccccveccvcsccccsccvcccseves 1 2 
Engineering division 

Boel TOM 6 vesic ccc sckedccesoccce Cosecceencveus 1 1 

(Coal passer) 
Building maintenance and landscaping 

Sweeper or general cleaner .........seeeceeeeeees 20 20 

GEOURTIIEE gic csc ck dies ccc nescCacnveuceceases 46 60 

CATPORCEE WROD onc sccococccccscccvancnceecotine 1 2 


(Carpenter’s helper) 
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Table 1. Patient Placement in Hospital Industry Services (Continued) 








Employed Maximum 
at Placement 
Services and Positions Present Potential 
Blectrical Ghop ....cccccsccccccccccccccccccccce 0 2 
(Electrician’s helper) 
Whevato®. CURING soc ie ces cecccervccccvessocsee 0 2 
(Operator) 
Filter DIANE occ ccs ccivecccccccccsccccvesveseses 1 2 
(Laborer) 
GHOOUROUEE Siecle cet atecpvcccdececcceseeeens 1 1 
(Gardener) 
CO iiak ceva chap iscitedesccecctdcnceeadnats 5 10 
(Gardener) 
GRIME iv vende s we wcenemicrocecdencecboveacscees 1 2 
(Auto mechanics helper) 
Laundry 
LAamGM BOFter voce ccccccccccccoceccccccccccsccces 1 4 
Mangle operator .........+0+000 Unwccseecescesss 20 20 
Laundry truck helper ..........escccccccsseeeees 5 5 
Washing machine operator .........ceeeeesescees 1 3 
TORCERCHOR, «50.5 o's be coe cenrenccccceccescacces errr 1 3 
Paint shop 
OEE wha bmecsrececdvdcccuvctocececcchpecenes 2 6 
Bigt POMP iis ee ciecciccccccccscccccccvecsecs 1 1 
Plumbing and machine shop 
WUOMANORS DIDS occ ccvcccesdesccecsccnstaseees 0 2 
TUMMMNETE ONDOE Soc cccccccccccccccseeceueseces oe 0 2 
Finance division 
st)  MELEURT RE TERE LERE ELE TRE TTR ee 0 2 
Laboratories 
MONE WEA SN Vn604 ip oes-s¥rcaddoeresicbseens canna 0 1 
Laboratory technician assistant ..............s06. 0 1 
Nursing service 
WORE WORRIED 65.6 i. 0.5, 0.06 beaters cone ted pclae eee eves os 100 110 
Office workers (typing, etc.) ......ccceeseveeeees 1 3 
Physical medicine and rehabilitation service 
Community work project worker ..........ssesee: 6 14 
AICO isi sid Fi. 'y cnn Sais weiss cdlee vues caves 1 2 
VOMNEE: Ki ved ireeyéaasswuccecesttys cuneadessianse 0 2 
Educational therapy, janitor ..........sceeeeeees 0 1 
Hospital industries vegetable garden ............. 16 25 
Manual arts therapy, jamitor .............eeeeeee 0 1 
GhOO FOPAOE scccccccvciscvedcvccsevcccesessece 1 5 
Print shop helper ..........ssececscssecccesseees 8 15 
Furniture repairman ...........seeceeeseeees ce 
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Table 1. Patient Placement in Hospital Industry Services (Concluded) 








Employed Maximum 
at Placement 
Service and Positions Present Potential 
Registrar division 
CROLMING SOOM ‘ChOV oo oisiss ee seece nec cb antaenees 4 10 
RPO 6 5o e856 cin v0 's's ached va dinawnnedinnvedeaed 1 2 
Special service division 
PNA oi. 6556085 00506504 6S peeeees ceases’ 0 2 
PONE hock i cave esata cis cigecnesccgeeeneeb tans 0 5 
MSMR IOIG ash. o nase va ceendes Cenend swab easions 1 2 
Bowling alley maintenance worker ........+..+00- 1 2 
pe ge ee Perea eer Trane ore oer 1 4 
X-Ray 
AER COIS 8 559 od s0 4K 00 esd ies se RaR LOOK 2 3 





In addition to the various hospital services, several clinics of 
the Physical Medicine and Rehabilitation Service are used for pa- 
tients to participate in hospital industries. Furniture repair and 
refinishing is done in the manual arts therapy clinic. Painting of 
sand buckets for the hospital corridors is done in an occupational 
therapy clinic. A limited amount of printing for the hospital is 
done in the printing clinic of the manual arts therapy section. 
Felt slippers for patients’ use are made in the sewing clinic of 
the manual arts therapy section. 


ADMINISTRATION TABLE OF THE PROGRAM : 


As has been indicated, hospital industries are handled in several 
sections of the Physical Medicine and Rehabilitation Service, al- 
though hospital industries are allocated to occupational therapy 
in the table of organization. At Bedford Veterans Administration 
Hospital, hospital industries are in the midst of being developed 
to a greater extent. Under a recent reorganization of occupational 
therapy, there are three unit heads, one of whom is assigned to 
hospital industries. Unfortunately, this position is unfilled at the 
present writing. At this time, there are on duty in hospital in- 
dustries one therapist and five occupational therapy aides. In 
some respects, not having a unit head has been a handicap, since 
hospital industries are not co-ordinated under one person. In other 
respects this lack has worked out well, since many sections have 
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had the opportunity to follow their patients into graded employ- 
ment throughout the hospital. 


Table 2. Distribution of Supervisory Responsibilities in Hospital Industries among 
Sections of Physical Medicine and Rehabilitation Services 








Ocoupational 
Therapy 
Supervising (Hospital 
Sections Industries Educational Mamul Arts 
Unit) Therapy Therapy 
Kitchen worker Stock clerk Shoe repairing 
Waiter General clerk Printing 
Janitor Statistician Furniture 
All occupations in Clerk-typist repairing 
Occupations engineering service File-clerk Photography 
or Positions Laboratory techni- Sewing 
Supervised cian assistant 
X-ray technician 
Clothing-room clerk 
Projectionist 


Library assistant 





In Table 2, the responsibilities of the various sections are 
shown. 

Occupational therapy supervises patients in the kitchen, on the 
farm (poultry), in maintenance (housekeeping and grounds), in 
landscaping, elevator training, switchboard training, laundry, 
garage, and in engineering as carpenters and welders. 

Educational therapy, on the other hand, supervises all clerical 
work done by patients: clerk-typists, clothing-room clerks, and 
finance office clerks. 

Finally, manual arts therapy supervises patients working in 
furniture repairing, shoe repairing, printing, and hospital photo- 
graphy. 

For patients to derive full benefit from a complete physical 
medicine and rehabilitation service program, including hospital 
industries, it is important to co-ordinate all medical services, 
among which social service and vocational counseling are very 
important. From their graded-employment, hospital-industry as- 
signments in the hospital, patients go into similar jobs which 
vocational counseling helps them find. Social service aids and val- 
idates the hospital industry pre-vocational training program by 
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following patients after they leave the hospital. Needless to say 
the close working relationship among ward physician, the clinical 
psychology service and the Physical Medicine and Rehabiliation 
Service, as well as the co-operation of the nursing service, allows 
the greatest number of eligible patients to participate in the hos- 
pital industry program. 

Two other important programs which are intermediate steps 
in the ultimate rehabilitation of the patients are direct off-shoots 
of hospital industries. The community employment project, a pilot 
project developed at this hospital, permits patients to work in 
the community as employees for an employer for standard wages. 
Patients who have demonstrated that they are able to work sat- 
isfactorily in a hospital-industry setting are selected for this pro- 
ject. Similarly, patients from hospital industries are candidates 
for the member-employee program which is being instituted in 
Bedford Veterans Administration Hospital. These two programs 
serve as excellent intermediate steps for a selected number of 
patients. 

Casz Stupies 1n Hospitat INpustTRIES 


Three cases are presented, illustrating the role of hospital in- 
dustries in the treatment and rehabilitation of patients at Bedford. 


Hospital Level Rehabilitation 


F. R., 62 years old, admitted June 6, 1938, was a policeman. 
His diagnosis was involutional melancholia, 

A very demanding and boisterous patient, F. R. fas dif- 
ficulty in getting along with people. He found satisfaction in 
beautifying (landscaping and gardening) the hospital grounds 
and spends five hours a day doing this. He feels additional re- 
sponsibility toward his environment and shows this by clearing 
dining room tables for an hour after each meal. This patient 
cannot make an adjustment outside the hospital because of marked 
asocial behavior, but has made a satisfactory adjustment as a 
useful hospital citizen. 


Maintenance of Skills 


F. G., a woman of 47, was admitted October 4, 1953, discharged 
August 23, 1954. She was a clerk-typist. Her diagnosis was schizo- 
phrenic reaction, paranoid type. 
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This patient was admitted to Bedford after suffering severe 
injuries from an accidental fall or suicidal attempt. The patient 
was treated in various clinics of the Physical Medicine and Re- 
habilitation Service and responded very well. She was assigned to 
' educational therapy for maintenance of skill, and finally was 
placed in graded employment in hospital industries. She developed 
good work habits besides maintaining her skills. She was dis- 
charged from the hospital and is now working as a clerk-typist. 


Pre-Vocational Training 


W. W., 20 years old, was admitted on March 16, 1954. He has 
been out on trial visit since August 4, 1954. He was a shoe factory 
worker and was diagnosed schizophrenic reaction, schizo-affective 
type. 

This patient is an epileptic who has made his own way since 
he was 11 years old. Lack of schooling resulted in illiteracy which 
handicapped him vocationally. The patient was evaluated in vari- 
ous Physical Medicine and Rehabilitation Service clinics and was 
finally assigned to elevator operator training and to educational 
therapy to learn the basic three R’s. He learned to read and write 
well enough to pass the elevator operator’s civil service exam- 
ination and he is now out on trial visit, working as an elevator 
operator. 


Looxinc AHEAD 


The potential of hospital industries has not been appreciated 
fully in the past. At one time, industrial therapy included mainly 
farm and maintenance work. As the philosophy of rehabilitation 
gained ground, the potential of hospital industries expanded: In 
Bedford Veterans Administration Hospital, it can be seen from 
this report that hospital industries already include all phases of 
hospital operation. With continued success in these areas, accep- 
tance of patients working in the real situation as a final, practical 
test, before leaving the hospital, will be greater. There are still, 
unfortunately, a few members of the personnel in key positions 
who are resistant to this idea. Good results by hospital industries 
programs should serve to break down these resistances. 

The potential and scope of hospital industries is directly de- 
pendent on several factors. The chief of the Physical Medicine 
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and Rehabilitation Service must be aware of the industries’ value 
and breadth therapeutically and pre-vocationally, as well as of 
their role in hospital level rehabilitation, so that he can make the 
proper assignments for individual patients. The medical and non- 
medical personnel must be conscious of their own important roles 
in the total rehabilitation team, must permit the patient to take 
on hospital industry assignments and must work closely with such 
patients. The non-medical personnel need an acquaintance with 
mental illness symptomatology which will bring about an under- 
standing of patients with whom they work. (At Bedford, there 
have been several nine-hour courses for non-medical personnel for 
just this purpose.) Furthermore, it must be made clear to the non- 
medical personnel by the management that their jobs are not 
threatened by patients working on the same or similar jobs. 
Finally, it is essential that everyone understands that the bridge 
between hospital and community may be shortened for the patient 
if the scope of hospital industries is greater and more complete. 


Veterans Administration Hospital 
Bedford, Mass. 














LENGTH OF TREATMENT IN A MENTAL HYGIENE CLINIC* 


BY SHABSE H. KURLAND, Ph. D. 


The length of time in psychotherapy has been studied from 
several viewpoints. One area of investigation has attempted to 
predict length of stay in treatment from responses to projective 
tests. Another series of studies has focused attention on the in- 
fluence of socio-economic factors and length of treatment.** A 
more complete interpretation of the significance of these efforts is 
hampered by the absence of base-line rates or generalized infor- 
mation about how long patients stay in treatment in various set- 
tings. Although questions could be raised about the necessity for 
having different base rates for many different clinical settings, it 
is, nevertheless, difficult to see how one can test predictive effi- 
ciency of test data or other signs without having such information. 
Meehl and Rosen have presented an extended discussion of the 
implications of base-line data in psychological research.’ The 
present paper is such a presentation for one Veterans Adminis- 
tration Mental Hygiene Clinic and will report how long veterans 
in this clinic, have remained in treatment during the nine-year 
period covered in the study. 


DESCRIPTION OF CLINIC 


It is not at all feasible to discuss the question of length of treat- 
ment in a meaningful fashion without specifying many of the 
factors which are known, or are thought, to have some relation- 
ship with this variable. A brief description of the Veterans Ad- 
ministration Mental Hygiene Clinic at Baltimore and the patient 
population is therefore given so that it will be possible to make 
comparisons on a more reasonable basis. 

The clinic, which began in 1946, is, as a Veterans Administration 
clinic, available only to those veterans who have at one time dem- 
onstrated the presence of emotional or neurological problems 
which have been adjudicated as related to their service experience. 
The patients are almost exclusively male. While no systematic at- 
tempts have been made to study the clinic population for such 
variables as age, education, and occupation, three studies, utilizing 


*From the Veterans Administration Mental Hygiene Clinic, Baltimore, Maryland 
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samples of the clinic population of different periods and selected 
on a non-random basis, agree very closely with each other. They 
suggest that the median age of the patient is 27 years and the 
median educational level is eight and one-half years.** The general 
occupational level is semi-skilled, with a not insignificant number 
of unemployed. These figures agree fairly closely with other pub- 
lished studies of VA clinics.*” 


Patients come to the clinic either on their own initiative or on 
referral from other Veterans Administrations units, other agen- 
cies, and private physicians. Although both the size of the staff and 
the number of veterans in the clinic at any one time have varied 
over the nine-year period included in this report, there has never 
been a waiting list. The philosophy of the clinic is essentially that 
every veteran legally entitled to treatment is accepted for mental 
hygiene clinic treatment after being screened to determine that he 
is not in need of hospital care. 

There have been members of the three disciplines of psychiatry, 
clinical psychology, and psychiatric social work on the clinic staff 
since the third month of the clinic’s organization. A formal team 
arrangement in which every patient is seen by each member of 
the team prior to beginning treatment did not begin, however, 
until January 1949. Any member of the team may be assigned as 
therapist. 


With the exception of the first several years of the operation 
of the clinic, when sodium amytal interviews and to a lesser de- 
gree, hypnosis and similar procedures were utilized, treatment 
has consisted largely of individual sessions for psychotherapy ap- 
proximately once a week. In addition, a very small number of pa- 
tients receive insulin subshock treatment; and at any given time, 
approximately 25 patients are in group psychotherapy with or 
without concurrent individual psychotherapy. 


PROCEDURE 


From available records it was possible to tabulate data on pa- 
tients’ time in therapy during their initial treatments and any 
subsequent reopenings of treatment.’® It was also possible to 
gather data about time intervals between first contact and reopen- 
ing and to study relationships between the amount of treatment 
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during the initial contact with that received during any subsequent 
reopening. 

The following rules were used in analyzing the data: 

(a.) Under “work-up only” are recorded all visits to the clinic 
prior to the first treatment session. Patients coming before 
January 1949, when the team plan became formalized, were likely 
to begin treatment on their second visit to the clinic. After that 
date, patients may have come to the clinic as many as three times 
for psychological tests, neuropsychiatric evaluation, and social 
history, and then decided they did not want to continue at the 
clinic. Such patients are recorded as “work-up only.” 

(b.) A visit for either group psychotherapy or subshock insulin 
treatment was tabulated as if it were a session of individual psy- 
chotherapy. 

(c.) There are no duplicate tabulations. A patient reopening 
treatment once is recorded under “first reopening” only, and his 
data for length of treatment during the initial contact do not ap- 
pear in the reopening category. 


RESULTS 


Length of therapy for patients having one treatment sequence 
with the clinic is presented in Table 1. Approximately one-third 
(29 per cent) of the veterans who come to this clinic do not begin 
the first session of psychotherapy. Since almost everyone is of- 
fered treatment, this represents a group which does not accept the 
help available to it. An additional 36 per cent drop out by the end 
of the fifth session of psychotherapy. Thus of those initially apply- 
ing to the clinie for treatment, 65 per cent have left by the end 
of the fifth session. 

In an attempt to see if the team structure is a significant factor 
relating to stay in treatment, the data were divided into two cate- 
gories: from the beginning of the clinic through December 1948 
(pre-team period), and from January 1949, the date of the begin- 
ning of the formal team arrangement, to September 1954 (team 
period). An inspection of Table 1 suggests that there is essentially 
no difference in the two periods in the length of time patients re- 
main in treatment. X*, however, is significant at the less than .01 
level. This significant difference seems to be almost entirely the 
reflection of the categories “work-up only,” “one to three years,” 
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and “over three years.” The fact that there are larger percentages 
in the two latter categories for the pre-team period can be partly 
explained by the fact that more time has elapsed since this period 
began than since the team period began. Thus no patient in the 
team period who began in the clinic in 1952 or later could be in- 
cluded in the “over three years” category. The difference in the 
“work-up only” category must be viewed in the light of the differ- 
ence in work-up and intake process for the two time periods. In 
the earlier period, veterans began treatment with the second visit 
to the clinic. After the initiation of the teams, actual treatment 
might not begin until the third to fifth visit. Thus, in the absence 
of other data, it seems reasonable to view the significant differ- 
ence in length of treatment in the two time periods as being essen- 
tially a reflection of the artifacts of the categories involved. 

The data for patients reopening once show no essential differ- 
ence as compared to those not reopening. There is a significant 
difference for pre-team and team periods, but this again is thought 
to be an artifact of the categories selected. When the analysis is 
done in terms of whether the patient had his first,experience in 
treatment during the early or later period, no significant differ- 
ence is found: 

The amount of treatment during first experience with the clinic 
revealed no difference in whether a patient resumed treatment. A 
patient reopening is just as likely to have had less than five ses- 
sions of therapy as he is to have had more than five. 

There is a significant association between length of therapy dur- 
ing the initial treatment sequence and the amount upon resump- 
tion (Table 2). Patients staying for less than five sessions during 


Table 2. Comparison of Length of Treatment During Reopening and Amount 
During First Contact 








Treatments During Reopening Treatments During First Contact 
Less than 5 More than 5 
No. Per Cent No. Per Cent 
Less than 5 ......eeesceeees 218 39 172 31 
More than 5 ........0.0000. 61 11 111 19 


X2 test is significant at the less than .01 level 





their initial experience with the clinic are likely to stay less than 
five during their reopening. One can predict the length of treat- 
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ment during the resumed sequence with greater confidence for 
those who have had less than five sessions than for those with 
more than five sessions. In this connection, it should be noted that 
69 per cent of the patients who reopen leave by the end of the 
fifth interview regardless of the amount of previous treatment. 

There is no association between the length of time before re- 
suming treatment and the amount of therapy during the reopened 
period. This problem was investigated, using three time intervals 
for length of interruption between treatment sequences—less than 
six months, six months to one year, and over one year; and two 
categories of treatment—less than five interviews and more than 
five interviews. 

Discussion 


Since categories of treatment in the various studies differ, it 
is difficult to compare the results of this report with previous ones. 
Approximately 65 per cent of the patients in the Baltimore clinic 
either do not accept treatment or have stopped it by the end of 
the fifth interview. The comparative figure for five interviews for 
100 consecutive patients in the St. Louis Veterans Administration 
Clinic is 55 per cent’? and for the Milwaukee Veterans Adminis- 
tration Clinic, 58 per cent (560 patients).’* In the Boston Veterans 
Administration Clinic, treatment intervals of 10 hours are used 
and 50 per cent were discharged within this 10-hour period.” 

Even these comparisons, however, must not be taken at face 
value until it can be shown that the clinics are operating with 
the same procedures. Thus if all patients are accepted in one 
clinic, but some are screened out in another, one should not expect 
the lengths of treatment to remain equivalent. In addition it has 
already been demonstrated by the studies at Yale” * and confirmed 
by others‘ that socio-economic factors are significant variables in 
the length of time a patient remains in psychotherapy. Thus, be- 
fore comparing the amount of treatment for two clinics, one must 
be sure that they are equated for such variables as socio-economic 
class and education. 

From a vigorous research orientation, then, the data have very 
limited significance because of the obvious limitations one must 
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consider in any attempt to use the information in other settings 
and situations. Because of the paucity of similar statistics in the 
literature, however, and the desirability of base line data, it is 
felt that there might be interest in these. 


SUMMARY 


The records of the Baltimore Veterans Administration Mental 
Hygiene Clinic for a nine-year period were reviewed to study the 
length of time patients remained in treatment. About 30 per cent 
of the almost 2,500 veterans who came to the clinic merely com- 
pleted various phases of the intake process and did not return 
for the first session of psychotherapy. An additional 35 per cent 
had left the clinic by the end of the fifth treatment interview. For 
562 patients who resumed treatment, 69 per cent remained for no 
more than five interviews. A patient who reopens is just as likely 
to have had less than five interviews during the initial treatment 
sequence as more than five. There is, however, a significant direct 
association between the amount of treatment during one contact 
with the amount during a subsequent reopening. No association 
between the length of time before reopening and the amount of 
treatment during the resumed contact was found. 
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EXPERIENCES OF 500 CHILDREN WITH ADULT SEXUAL DEVIATION* 


BY JUDSON T. LANDIS, Ph.D. 


INTRODUCTION 


In 1950, the California Legislature appropriated $100,000 for 
research in sexual deviation. From 1952 to 1954, the legislature 
added $87,000 to this total. One phase of the state-supported pro- 
gram, as set up, dealt with child victims of adult sex offenders.’ 
Previously, research emphasis had been upon the offender in sex 
crimes, not upon the victim. 

As part of the state-financed research program, a group at 
the Langley Porter Clinic in San Francisco studied intensively 
73 child victims of sex deviates.” * Their report emphasized that 
“in almost five-sixths of the cases studied the child victim was 
a participating member in the sexual act.’”* The study sought to 
determine elements in the victims’ experiences and family back- 
grounds which favored their tendency to such participation. 

The study of university students, which is to be reported upon 
in this paper, was motivated by questions arising as to whether 
such emphasis upon the victim as a co-operating participant, 
gives an accurate picture. There seemed to be a need to attempt 
to secure a clear over-all view gained from a larger and different 
sample of young people, of: (1) the extent or frequency of occur- 
rence of children’s experiences with adult sex offenders, (2) the 
types of incidents occurring, (3) the effects of such incidents 
upon the vicitims, (4) whether the degree of traumatizing effect 
is related to the classification of offenders (that is, whether the 
offenders are members of the primary or the secondary group of 
the child), and (5) whether there are significant differences be- 
tween the family backgrounds of children who have experiences 
with sexual deviates and those who do not have such experiences. 
The purpose of the last item (5) was to test the assumption 

*From the University of California, Berkeley, Calif. 

The first half of this paper, ‘‘The Nondelinquent Child and the Sexual Deviate,’’ 
was read at the annual meeting of the Pacific Sociological Society, April 23, 1955, 
and was published in slightly modified. and abbreviated form in: Proceedings of the 


Pacific Sociological Society. Research Studies of the State College of Washington. 
Pullman, Vol., XXIII:2, 92-101, June 1955. 
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suggested by the findings of the Langley Porter research that 
background factors predispose many of the victimized children 
to invite or co-operate in sex deviation. 

In the present research, the terms, “deviate,” and “sexual de- 
viation,” are used in reference to all types of sexual approaches 
that are considered antisocial, or socially or morally unaccept- 
able in the situations in which they occur. Most of the cases 
reported in the research were specifically of adult approaches 
to children. All cases that, because of minimal age differences, 
might have belonged in the category of child-contemporary sex 
play or experimentation were eliminated. 

The Langley Porter sample consisted chiefly of children whose 
parents had seen fit to take legal action against the sex offenders 
involved with the children, since the cases came from court 
referrals.* The great majority were from the lower socio-economic 
groups. In only 51.7 per cent of the cases, were the parents of 
the children living together.* 


Tue SAMPLE 


As in the case of the Langley Porter research, the sample in 
the present study is not a random sample of the population. The 
present sample is composed of university students, primarily 
from stable homes. Only 12 per cent were from homes broken 
by divorce or separation. The students came from “middle class” 
or “upper middle class” families. Of the girls in ‘the sample, 54 
per cent said their fathers’ occupations were business or profes- 
sional, and 52 per cent said the fathers had some education be- 
yond high school. Of the boys, 58 per cent said their fathers’ 
occupations were business or professional, and 35 per cent said 
the fathers had some education beyond high school. The sample 
is largely urban. Of the boys, 86 per cent; and, of the girls, 81 per 
cent classified their residences as urban. Only 5 per cent of the 
boys and 9 per cent of the girls had lived most of their lives in 
the country. 

*An earlier study by Bender and Blau of the New York Medical College (Ref. 4) 


was similar in that it made an intensive study of 16 children, all but two of whom 
had been referred by the courts to the Psychiatric Division of Bellevue Hospital. 
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METHOD 


A questionnaire was formulated. It was attached to another de- 
tailed study of family background and maturation for present- 
ation to the author’s classes in marriage and the family. The 
questionnaire was first tested with classes in 1951. It was then 
revised and used with successive classes through 1953. Certain 
items of information from ‘the family background study were 
used later in the analyses. The three-page questionnaire on de- 
viate experiences included open-ended questions; and, in a few 
cases where information could be so obtained, check lists were 
used. Filling out the questionnaire was voluntary, but all the 
students co-operated willingly in a project which they could see 
might lead to a better understanding of the problem of child 
experiences with sex deviates. Some students volunteered de- 
tailed case histories which illuminated the statistical findings. 

The students’ anonymity was protected when filling out the 
questionnaires by having them sit in alternating seats in alternat- 
ing rows in an auditorium. By insuring anonymity it was hoped to 
encourage a high degree of accuracy in reporting. The limitations 
of the questionnaire method are recognized; but it is felt, never- 
theless, that the information in the responses of this large group 
is useful in discovering experience patterns. 

Of 1,800 questionnaires filled in by students between 1951 and 
1954, 30 per cent of the men and 35 per cent of the women re- 
ported at least one experience with a sexual deviate. Five hundred 
of the questionnaires reporting deviate experiences were used 
as the experimental group. Detailed analyses were made on all 
responses of this group; and 450 questionnaires, completed by 
those who reported never having had such experiences, were used 
as a control group. Analyses were made of the control group in 
order to compare such factors as family backgrounds, happiness 
of parents’ marriages, child relationships with parents, and other 
items which might or might not be found to differ between the 
control group and the students who had had deviate experiences. 


SumMMary OF FINDINGS 


Of the 1,800 students studied, 30 per cent of the men and 35 
per cent of the women had had one or more experiences with 
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sexual deviates.* Of the men and women who had had experiences 
with deviates, 40 per cent of the men and 35.5 per cent of the 
women had had three or more. Throughout the analyses, data 
will be given on the total numbers of experiences—the 140 men 
had had 215; and the 360 women had had 531. Table 1 summarizes 
the nature of the deviate experiences, 


Table 1. Experiences, As ‘Recalled From Childhood, of 140 Men and 360 
Women With Adult Sexual Deviates 








Men Women 
Types of Experiences Per cent, Per cent, 
Adults: 
GEREN BIE os vi si050.50) nds 5.0 be oreeie 4.7 54.8 
fondled child sexually .............. 0.4 26.9 
made homosexual approach .......... 83.8 15 
undressed or tried to undress child.... 0.9 2.5 
showed interest in, or attempted, coitus © 0.4 8.5 
instructed in masturbation ........... 8.3 1.5 
attempted or committed rape ........ — 1.9 
NE NSSAS 5 acd ae en} 94945 ga Ke dae —_— 0.9 
INO: ERDOUNIEIE kos os csdnabinetvaenen 1.4 1.5 





a. Based on 215 experiences 
b. Based on 531 experiences 


It is observed that over four out of five of the incidents reported 
by boys were homosexual approaches; over half of the incidents 
reported by girls were encounters with exhibitionists; and one- 
fourth of the girls’ instances were of sexual fondling by an adult. 


A difference, according to residence, appeared in the types of 
experiences reported by girls. Village and farm girls more often 
reported incidents in the category of sexual touching or fondling 
and attempts at coitus or rape, while city girls more often re- 
ported experiences with exhibitionists. Of the city girls, in the 
experimental group, 59 per cent said their experiences were en- 
counters with exhibitionists, while only 40 per cent of the village 

*Kinsey gives information on girls’ pre-adolescent contacts with adults (Ref. 6) ; 
24 per cent of his sample had been approached before the age of 14. The writer’s 
sample included incidents up through adolescence. Kinsey states that such experiences 
are much more frequent among ‘lower socio-economic and educational groups. Other 
studies of contacts between adults and children have been almost exclusively with 


individuals who were psychiatric cases or were hospitalized or ‘were court referrals, 
rather than of a group comparable to a college-student population (Refs. 7-9). 
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and 30 per cent of the farm girls had had experiences of this 
type. 
Ages at Which Experience Occurred 

Table 2 indicates that girls have experiences with deviates at 
much younger ages than boys do. The girl is often pre-adolescent; 
41.9 per cent were under the age of 11 when they had their de- 
viate experience, while only 11.0 per cent of the boys were of this 
age group. 


Table 2. Percentages of 500 College Men and Women Reporting Experiences 
With Adult Sexual Deviates At Different Ages 








Men Women 
Age of Subject at Time of Experience Per cent, Per cent, 

eT ob eee ewes 1.0 9.6 

TOO CRUE Ce eR We cseccewdbccees 4.0 18.6 

OMFG a io iin 0p ae TNS eee ies cent 6.0 13.7 

BT ii PE i Seg aats 14.0 11.3 

ETRE Sa vie iecch yes ed ses evarens 21.0 15.1 

BOP I £048 aoc 0 USc ees chsen cb avets 19.0 11.7 

OF FOP noes wuld bob cedivvcesaek 13.0 11.1 

BP OE UNE io oii d tcdeccndecienctes 20.0 7.5 





a. Based on 215 experiences 
b. Based on 531 experiences 


*Experiences of subjects of 17 and over were included to show the changes in the 
nature of the deviate-experiences with the increasing ages of the subjects involved. 
Almost all the admitted experiences of boys of this age were with homosexuals; 
almost all those of girls of this age were with exhibitionists. 


Age of Child and Type of Offense 


The experiences of the boys were predominantly homosexual 
contacts at all ages, but they became increasingly so as the boys 
reached 15 years and older. There were greater differences in 
the experiences of girls. Girls more often had had the experience 
of being fondled sexually when under 13 years—and especially 
under seven years—while they were much more likely to be ex- 
posed to exhibitionists when over 14. 


Age of the Offenders 


Each student was asked to estimate the age of the offender at 
the time of the incident. 
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Table 3. Ages of the Sexual Deviates as Reported by 500 College Men and Women 








Men Women 
Age of Offender Per cent, Per cent, 
EY tae, Peeper) ape Pe Tay a 15.0 14.4 
Be HO aca Nbh an on ab aK aabes i 36.0 25.2 
MMR cian pighbabe keene aeaca 31.0 28.0 
GEE CI Weve dos coves bass 13.0 20.8 
BE OO cit cbinls oii 6c kWane opwaie 2.0 7.2 
We Be WINE i 6 ho cannes cccns 1.0 2.6 
No information ............ eed 3.8 





a. Based on 215 experiences 
b, Based on 531 experiences 


*In including offenders of this age group with the ‘‘adult deviates,’’ attempts were 
made to eliminate normal sex play cases from those where abnormal tendencies ap- 
peared to be developing. Most offenders in this group were aged from 16 to 20, with 
only 4.4 per cent in the 10-15 age bracket, and most of these aged 14 or 15. It is 
difficult to know whether a boy of 14 who exhibits himself or who attempts coitus with 
a five-year-old girl will continue this pattern of sex expression as a deviate adult. 


It is recognized that these estimates are probably very unre- 
liable, especially if the offender was a stranger. 


Places Where Deviate Experiences Occurred 


Table 4 notes the places where the 746 different deviate exper- 
iences had taken place. Children today are often warned against 


Table 4. Places Where Sex Deviate Experiences Took Place, as Reported By 
500 College Men and Women 








Men Women 

Place Per cent, Per cent, 
Te OR OU 5 ik iis Oo iden idk 4.7 9.8 
In home of friend or relative .... 11.7 15.1 
Street or alley 0s. ccccccccvees 14.0 33.5 
NN Abe RAAT 5 0 hie 06 ERNE 9.8 5.6 
Outdoors, parks, country, campus. “12.6 16.6 
Public and business buildings .... 13.1 6.8 
IE iin cd Foca d ns ade ceme owen 1.9 3.0 
BON 6 Stina aen tee eA Kee Rakes 20.1 3.4 
Public transportation ............ 2.8 4.7 
CUNO 05d iciciin View babunes badaae 2.4 0.4 
Wo. SnSormatiem cose cececccckseis 7.0 11 





a. Based on 215 experiences 
b. Based on 531 experiences 
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encounters with sexual deviates in movie theaters, but movie 
theaters were less commonly reported by the experimental group 
as places of encounters than homes of friends. 

Although more girls of under nine years were molested in 
their own homes or in the homes of friends, and more girls over 
16 were molested while on public transportation (buses or trains), 
a rather even distribution by ages is found in the different cate- 
gories. Boys over 14 were more often approached in an auto or 
in a public building. 


Did the Child Know the Offender? 


The findings to follow show that about one-third of the offenses 
reported by the students were from within their primary groups. 
Of the men in this study, 30.5 per cent had known the offender, 
while 68.0 per cent had not. Of the women, 33.8 per cent had 
known the offender, and 65.2 per cent had not.* Offenses against 
both boys and girls under nine were more likely to have come 
from persons known to the child, and offenses against those 
over 14 were less likely to be by persons known to the child. 

In analyzing the differences by residence it was noted that in 
general the experiences of the village and farm girls had been 
experiences with members of the primary group. Only 27.0 per 
cent of the city girls reported that they had known the offender, 
while 66.0 per cent of village and farm girls had.** 

Of the country girls, 58 per cent, and of the village girls, 44) 
in contrast to only 19 per cent of the city girls, reported their 
experiences were in their own homes or the homes of friends. 


What Was the Child’s Immediate Reaction? 


Students rated their immediate reactions to the deviate exper- 
iences as shown in Table 5. 
*Kinsey found that, of his subjects with experiences with deviates, 48 per cent knew 


the offender. The Langley Porter group found the child knew the offender in 84.8 per 
cent of the cases. 


**X2—=-49.355, P less than .001 


on rh hae PRN AE cae 


2s Sawa es aul Deane tae dee socregai 
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Table 5. Immediate Reactions To Sexual Deviate Experience, as Reported By 
500 College Students 








Men Women 
Reaction Per cent, Per cent, 
SPUR eva sek sh kea sd nsvinecaeess 6.4 2.1 
Surprised but not frightened .......... 32.9 14.6 
DMN 5s 6 4 be ALK sakes vide tints 25.7 33.2 
CN is so eh Ko 00.0 oo bape ees Fa kw 12.9 25.3 
Emotionally upset ..........ccceeees 7.2 17.6 
CRE. sik piin béib dai a nckdaw td apni ¥ gbtan 13.7 6.3 





a. Based on 215 experiences 
b. Based on 531 experiences 


What Did the Child Do? 


The following table summarizes what the students said they 
did when approached by the deviates. 


Table 6, Actions When Approached By Sexual Deviates as Reported By 500 
College Students* 








Men Women 
What did you do? Per cent, Per cent, 
EBEE SD ROMs oa ie Eek pee ke 42.6 58.2 
Actively resisted (fought, ran, etc.).... 28.5 7.0 
CONE: SOP WE. ois svi tien ip cee tie acu% 2.4 9.4 
Passively or actively accepted 
the QPPTORGD soe cscs cvceceseveens 20.4 17.5 
ORE sins CSN caved sassedadas demesne 5.3 0.7 





a. Based on 215 experiences reporting 249 reactions. ' 
b. Based on 531 experiences reporting 749 reactions. 
*Some students indicated multiple reactions. 


Was the Child Alone? 


Totals of 81 per cent of the boys and 55 per cent of the 
girls encountered the deviate when alone. No consistent pattern is 
observed by age. The largest percentages of girls who were alone 
when approached were under seven and over 18. 


Had the Child Been Prepared Against the Experience by Parents? 


Of the boys in the study, 26.8 per cent, and of the girls, 44.1 
per cent reported their parents had previously attempted to pre- 
pare them against such an experience. Those who had encountered 
deviates in their later teens were more likely to have been pre- 
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pared than those who had encountered deviates at early ages. 
No significant differences appeared between the boys and girls 
who had and those who had not been prepared by their parents 
as to how they reacted to the experience. However, 74.0 per cent 
of both boys and girls felt the parent preparation had aided them 
to meet situations that occurred. Most of the remainder felt that 
parent preparation neither helped nor harmed them. 

Did the Child Tell His Parent About the Deviate Experience? 

Of all the girls, 43 per cent, and of all the boys, 16.5 reported 
that they had told their parents of the incidents. It is interesting 
that girls do not seem to tell their parents about the more serious 
experiences; 46 per cent of those exposed to exhibitionists 'told 
their parents; in cases of sexual touching or fondling, 36 per cent 
of those exposed told; in attempts at coitus, 28.8 per cent told; 
and in homosexual approaches, 12.5 per cent of those exposed told. 
This finding suggests that the child is more willing to tell parents 
about the stranger who exhibits himself, and less likely to tell 
parents about actions by a person in the primary group. There 
is also the factor that the girl is older when she meets the ex- 
hibitionst; and there could not be any question or implication 
of her co-operation in his exhibitionism, while some suspicion or 
implication of possible co-operation might arise about some of 
the other activities. Some such considerations may contribute to 
the reticence of girls in reporting incidents to parents. 

Girls who told their parents of what had happened were likely 
to be the same girls who reported fright, shock or emotional upset 
over the occurrences. Approximately half of the girls in these 
groups told their parents, while 88 per cent of the girls (2.1 per 
cent of the total) in the group who indicated they were interested, 
and 67 per cent (14.6 per cent of the total) of those who called 
their reaction surprise but not shock, did not tell their parents. 
The boys showed no significant relationships between whether 
they told their parents and the reactions they had experienced. 

It has sometimes been stated that the reaction the child sees 
in his parent when he reports the deviate experience is more up- 
setting to the child than the experience itself. It. has been noted 
that relatively few boys (16.5 per cent) told their parents. Slightly 
over 5 per cent of the girls who told reported that when they 
told their parents, they were more frightened by the reactions 
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of the parents than by the experiences themselves. One-fourth of 
the parents whom the girls told, reported the happenings to the 
police. It is possible that some serious damage may be done to 
a child if he has to go to court and testify against someone, or 
has to help identify a deviate. 


Time to Recover from Incident 


Each student was asked to estimate how long it had taken to 
get over the emotional shock of the experience, if there had been 
shock. Table 7 summarizes the responses. An analysis of the 
length of time required to get over emotional shock and of whether 
the child knew the offender showed a significant relationship. If 
the offender was known to the child, the shock was greater; 91 
per cent of the girls who said they did not know the offender 
said they recovered from the shock in little or no time; while, of 
those who said that the shock was more or less permanent in its 
effect (a year or more, or “never recovered”), over two-thirds 
knew the offender.* 


Table 7. Time Required To Recover From Emotional Shock of Sex Deviate 
Experiences as Reported by 500 College Students 








Men Women 
Time required Per cent, Per cent, 
De CO as 5s oh civ cain de 68.0 24.7 
Little or no time ............ 10.0 16.9 
ee, ee ere eee ere ree 13.5 17.8. ' 
ONE Akad Gi ss chen oekeenets 6.5 21.9 
1 FORT OF MNO oa sce ceric 2.0 11.4 
OU A455 ke Cad tis beeen cane _— 3.7 





a. Based on 215 experiences 
' b. Based on 531 experiences 


Knowing and not knowing the offender is closely related also 
to the type of offense (and the type of offense has much to do 
with the degree of shock, especially in girls). Exhibitionists were 
strangers to 87 per cent of the girls who encountered them; 
while, in over 50 per cent of the incidents in which a person 
fondled them, wndressed them or tried to interest them in coitus, 
the girls knew the offenders. 


*For girls, X2=17.40, P less than .001, For boys, X2=7.12, P less than .05. 
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Emotional Damage 


Each student was asked to give his evaluation of whether the 
experience caused damage to his emotional development, per- 
manently, temporarily, or not at all. This was an attempt in 
another way to determine the extent of damage and recovery from 
the experience. Of the men, 19 per cent thought temporary 
damage had resulted, and 81 per cent said no damage had resulted. 
Of the women, 3 per cent felt permanent damage had resulted, 
30 per cent temporary, and 66 per cent, no damage. 

Emotional damage follows the same pattern as the length of 
time to recover, in that it is associated among both boys and 
girls with knowing the offender and with the nature of the offense. 
Of those who had not known the offender, 23 per cent of the women 
and 12 per cent of the men indicated temporary or permanent emo- 
tional damage; of those who had known the offender, 40 per cent 
of the women and 26 per cent of the men indicated temporary or 
permanent emotional damagée.* 

Concerning the nature of the offense, 20 per cent of the women 
exposed to exhibitionists indicated temporary or permanent 
emotional damage; while 47 per cent of those exposed to coitus 
indidated the same; and 80 per cent of those subjected to at- 
tempted rape. Girls of 17 years and over seem to suffer less emo- 
tional damage than those who are younger. Since experiences 
of older girls are more likely to be with exhibitionists, and since 
encounters with exhibitionists seem to be less shocking than other 
types of experiences, age—as a factor in the extent of damage 
—may not be so relevant as the type of experience is. 

A third question was designed to establish further the evalua- 
tion of the extent of damage and recovery. This third question 
had to do with whether the student felt that his attitudes toward 
sex had been tndesirably affected. Totals of 70 per cent of the 
women and 80 per cent of the men indicated that they felt their 
attitudes and ideas about sex were not undesirably affected by 
their experiences; 26 per cent of the women and 17 per cent of 
the men indicated temporary ill effects; and only 2.2 per cent 
of the women and 0.4 per cent of the men felt that they had 
gained permanently undesirable ideas about sex from their exper- 


*For girls, X2=14.70, P less than .001. For boys, X2=6.16, P less than .02. 
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iences. However, 80 per cent of the girls who had been threatened 
with rape and 50 per cent of those who had been approached for 
intercourse felt that they had acquired temporary or permanent 
adverse ideas about sex, while 23 per cent of those who had been 
exposed to exhibitionists and 28 per cent of those who had been 
fondled considered that they had obtained temporary or perma- 
nent undesirable attitudes about sex. The attitudes of children 
under 17 seem to be more seriously affected by deviate sex exper- 
iences than those of adolescents of 17 or over. Attitudes toward 
sex were affected more, in both boys and girls who knew the of- 
fenders, than in those who did not know the offenders. 

While no case can be called typical, the following incident, re- 
ported from the experience of a 19-year-old girl, illuminates 
some aspects of children’s experiences with adults who are known 
to them. The case throws some light upon why such experiences 
may be more serious in their emotional effects upon a child 
than such experiences with a stranger would be. The quotation 
is verbatim: 

“Maybe this explains some of my sex attitudes. It all happened 
when I was about seven. I only vaguely remember it now but 
it had a big effect on me in my teens. I lived on a farm then. 
One day some friends came over, Mr. Doe, his wife and two 
little boys. Mr. Doe was an old friend of the family. This par- 
ticular day we were going to have a party. Mr. Doe was asked 
to go home for something Mrs. Doe had forgotten. Mr. Doe 
and I were great friends, he had spoiled me rotten. He’d buy 
me things, take me for horseback rides with his boys and so on. 
As I said before on this particular day he went home to get 
something and he took me along. It was rather a long drive and 
during the drive he asked me to sit close to him—lI did and 
suddenly he took my hand and placed it on his genital—I in 
childish obeyance left it there, shocked and dazed. I didn’t know 
what to think. When we reached the house and went in he told 
me to lay on the bed. I did as he asked, still in some sort of a 
daze. At the time he was just about to do it, in came his wife. 
I don’t know how or why she was there. All I know or can re- 
member is that when she found him out they had a bitter quarrel. 
She was telling him just how low could he get. I don’t know what 
happened afterwards, I just remember that it was several years 
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before they even visited us again but when they did I ran and 
hid and wouldn’t even look at him. As I was growing up this 
experience often served as a nightmare. Mr. Doe becoming a big 
animal. I think this experience was responsible for my shyness, 
and early reserveness around fellows. I actually feared them.” 

It will be seen that this girl would fall within the group who 
listed their actions at the time of the incidents as “passive ac- 
ceptance,” since there was no resistance to the approach. But 
the passive acceptance is not difficult to understand in view of 
the fact that the man was a good family friend, the father of 
the girl’s playmates and that all previous experience had con- 
ditioned the girl to have accepting attitudes toward him, her 
parents’ example as well as her own friendly association with him. 
Only a child of exceedingly alert judgment and quick perceptions, 
leading to action, would have been able to evaluate the approach 
and repel it immediately. No other predisposing factors in the 
background of the child would be needed for passive acceptance. 

Reasons for the traumatic effects of the experience may be 
any of several. The angry words and blunt statements the child 
heard when the wife caught the man in the act would no doubt 
contribute -to the shock. Another kind of emotional trauma 
probably resulted when the child, after a time, fully realized 
her disillusionment with the one she had considered a friend. 
Such disillusionment, brought about by seeing a trusted person 
suddenly take on a strange and frightening aspect, would be just 
as great whether the child realized the full impact of it slowly 
or quickly. 


CoMPARISON OF CoNTROL AND EXPERIMENTAL GROUPS 


To answer the question as to whether factors exist in the in- 
dividual and his family background which significantly differ- 
entiate children who had had deviate experiences from those who 
had not had such experiences, data were analyzed on family 
backgrounds from the control group of 450 students and the 
experimental group of 500. Analyses were made on the follow- 
ing background and developmental factors: marital status of 
parents; marital happiness of parents as reported by students; 
education of mother; education of father; occupation of father; 
employment status of mother before child was 15; family religios- 
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ity as reported by child; interaction pattern in parent marriage, 
dominant-submissive pattern as reported by child; relationship 
with mother to age of 15; relationship with father to age of 15; 
difficulty in early adolescence in making friends with other sex; 
present confidence in associating with other sex; doubts about 
having successful marriage; source of most sex information; 
amount of sex information from parents; conclusions, desirable 
or undesirable, about the place of sex in marriage; virginity be- 
fore marriage; orgasm before marriage (girls). 

Analyses showed that where any differences existed, percent- 
ages slightly favored the control group (showed slightly “better” 
home and personal backgrounds). However, the differences were 
statistically significant in only two of the 18 items for boys, and 
in five of the 19 items for girls. Among the boys, the X? test 
showed differences above the 5 per cent level between the control 
and experimental groups on virginity and non-virginity and on 
age at first date. A larger percentage of boys who had been ap- 
proached by deviates were nonvirgins (X’=4.99, P less than .01) 
than were nonvirgins in the control groups. The boys with the 
sex deviate encounters had also been slightly younger when they 
started dating (X*=9.55, P less than .01). 

Among the women, significant differences appeared between 
the control and the experimental groups on five items. A signifi- 
cantly larger percentage of the experimental group than of the 
controls: had had more distant relationships with their mothers 
before the age of 15 (X*==13.09, P less than .02) ; had had ‘mothers 
who worked full or part time (X?=4.95, P less than .05); and had 
had fathers who were employed in public service, skilled, semi- 
skilled and unskilled work (X*=16.37, P less than .02). A larger 
percentage of the control group had fathers engaged in business. 
Other occupations were about equally represented in the two 
groups. More of the experimental group than of the control groups 
were nonvirgins (X*=13.55, P less than .001), and more had ex- 
perienced orgasm before marriage (X*=22.58, P less than .001). 

In order to check further for characteristic differences which 
might differentiate victims of deviates from other young people, 
the girls in the experimental group were put into two classifica- 
tions: those whose experiences were clearly accidental, and those 
whose experiences might possibly include cases of co-operative 
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participation on the part of the victims. In the first classifica- 
tion were placed all encounters with exhibitionists, since such 
encounters are almost all accidental; and in 87 per cent of the 
cases the exhibitionists were strangers to the victims. Over 80 
per cent of the experiences reported by the boys had been ap- 
proaches by homosexuals, and there was no way to divide the boys 
into possibly participating and accidental groups. For that reason, 
the remainder of the discussion of this point applies to 169 girls 
who had had experiences which could possibly be of a type in 
which the child might have co-operated or might have initiated 
the situation. These 169 girls and the 191 girls in the “accidental” 
group were compared as groups with the control group of 366 
on the 19 family background items mentioned earlier. 

This analysis shows that the poor relationship of the girl with 
her mother before the age of 15 becomes more significant when 
the “possible participant” group is compared with the control 
group. Table 8 shows the relationship of the three different groups 
of girls with their mothers before the age of 15. It will be observed 
that the control group and the “accidental” group do not differ 
significantly, while the “possible participant” growp had poorer 
relationships. 


Table 8. Percentage Distribution of Experimental and Control Groups of 
Women by Relationship With Mothers Before Age 15 








Relationship with mother Experimental 
before age 15 ** Possible 
Control ‘‘Accidental’’ participant’’ 

N-363 N-183 N-169 

WORy GOGO. vs ccdecescccceseee 45.6 47.5 33.3 

MTOMG ASG Ce ed en sceccescccess 32.0 35.0 30.3 

Somewhat close .............. 19.0 11.5 23.6 

NOt Close ....csecccccccccees 3.1 3.3 9.2 

Distant. .....cccccccccccccces 0.3 2.7 3.6 





X2=29,.83, P less than .001 


The relationships with the father’s occupation remained the 
same for the “possible participant” group of girls as they had 
been for the entire group of girls with deviate experience. 


The item, “Mother Working Full or Part Time,” which had 
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been significant when all girls with deviate experiences were com- 
pared with the control group, was not significant when the “pos- 
sible participant” was compared with the control group. 

When the two groups of women who had had experiences with 


 gexual deviates are compared with the control group (Table 9) 


it is observed that the members of the “accidental” group have 
a lower virginity rate before marriage than the control group, 
and that the “possible participant” group has the lowest virginity 
rate of the three. This is to be expected in the case of the 
“possible participant” group, since some of the deviate exper- 
iences actually involved coitus for the girls. However, this did 
not happen in enough cases to explain the extent of the differ- 
ences here. Coitus had not taken place in any of the deviate ex- 
periences of the “accidental” group, § since all of these experiences 
had been with exhibitionists. 


Table 9. Percentage Distribution of Control and Experimental Groups of 
Women by Whether They Were Virgins 








Experimental 
** Possible 
Virgin or non-virgin Control ‘‘ Accidental’’ participant’’ 
N-366 N-191 N-169 
WON VAPCING 05, 04.6505 4d nections 7.9 11.5 22.5 
VIE ic keh aciew ne 6 osnminte 91.6 84.8 75.1 


No information ............+:. 0.5 3.7 2.4 





X2=31.47, P less than .001 


Table 10 summarizes the data on orgasm response among the . 
women. The pattern of response here is the same for the three 
groups of women that was shown for virginity, the women with 
deviate experiences reporting more experiences of orgasm. Since 
a larger percentage of the whole experimental group than of the 
controls had had premarital sex relations, one would expect a 
greater percentage of the experimental group to have had orgasms 
before marriage—that is, unless the experience with deviate be- 
havior had been traumatic and thus inhibited sex response. There- 
fore, on this point, the present data suggest that in most cases 
the sex deviate experiences do not do permanent damage to sex 
responses. 
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Table 10. Percentage Distribution of Control and Experimental Groups of 
Women by ‘‘Ever Experienced Orgasm?’’* 








Experimental 
Ever experience orgasm *¢ Possible 
before marriage Control ‘‘Accidental’’ participant’’ 
N-366 N-191 N-169 
OPO Sk esac Vow ei citodees’ 81.4 72.3 65.7 
POE OER CEES CRASS ER CR CA NERS 11.5 20.4 30.8 
No information .............. 7.1 7.3 3.5 





X2=31.03, P less than .001 

*When the questionnaire was administered, it was explained to the students that, 
for the purpose of this research, orgasm would be understood to be a building up of 
pleasurable sexual tension to a peak followed by a sudden release of tension accomp- 
anied by extreme pleasure and then relaxation. No attempt was made to differentiate 
types of orgasms; and, as the differences between virginity and orgasm figures show, 
the latter must include orgasm by masturbation. 

Three background items showed a significant relationship in 
the three-group analysis which did not appear in the two-group 
figures: parents’ marital happiness, source of sex information, 
and mother’s education. Table 11 summarizes the percentage dis- 
tribution of the three groups of girls by their rating of 'the 
marital happiness of their parents. In this analysis, it is observed 
that the girls in the “accidental” group had come from happier 
homes than those of the control group. The group of girls from 
the “possible participant” group had come from the unhappiest 
homes. 


Table 11. Percentage Distribution of Experimental and Control Groups of 
Women by Subjects, Rating of Parental Marital Happiness 








Experimental 
Parents’ marital ** Possible 
happiness Control ‘‘Accidental’’ participant’’ 

N-363 N-178 N-169 
Very happy ......eeeeeeeeees 39.7 47.8 32.9 
TRADE. 650.0 vipendsis omnis cases 32.0 28.7 22.2 
ORIG aes 54 Keen cess esies 17.7 14.0 25.9 
Unhappy ......... pisetdesnes 6.9 6.7 13.9 
Very unhappy ...........6-. 3.7 2.8 5.1 





X2=23.43, P less than .01 
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A slightly larger percentage of the control group of girls had 
gained their sex information from their mothers than of the 
“possible participant” group (X?=5.97, P less than .02). Also a 
larger percentage of the control group had come from homes 
with mothers who had more than a grade school education than 
in the case of the “possible participant” group of girls (X?=7.56, 
P less than .01). 


SUMMARY 


1. Approximately one-third of 1,800 college students studied 
had had one or more experiences with adult sexual deviates. 

2. The type of offenses differ by sex; four out of five of the 
experiences of boys had been with homosexuals, over half of the 
experiences of girls had been with exhibitionists, and one-fourth 
with adults who had fondled them sexually. Girls are more likely 
to be molested as pre-adolescents while boys are usually older. 
Young girls, and girls who live in villages or in the country are 
more likely to be fondled sexually by adults they know while older 
girls and city girls are more likely to have experiences with ex- 
hibitionists who are usually strangers to the girl. 

3. In general, the great majority of the victims seem to recover 
rather soon and to acquire few permanently wrong attitudes from 
the experience. Experiences in the primary group are more trau- 
matic for the child than are experiences with strangers. Primary- 
group experiences of girls tend to be with adults who attempt to 
fondle children sexually, try to interest them in coitus, or: attempt 
rape. Experiences in the secondary group tend to be with exhibi- 
tionists. 

4. Analyses of 19 family-background items of an experimental 


group of 500 students who had had experiences with sex deviates 


and 450 students who had not had such experiences revealed few 
significant differences between the two groups. 

5. When the girls of the experimental group were themselves 
divided into two groups, those whose experiences might be called 
“accidental” and those who might have initiated, or participated 
in, them, a few significant differences were found in the family 
backgrounds. 


501 Santa Barbara Road 
Berkeley 7, Calif. 
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THE EFFECT OF PROGRAM ON THE ATTITUDES OF DELINQUENT 
BOYS AT A STATE TRAINING SCHOOL* 


BY RICHARD D, TRENT, Ed.D. 


Many practitioners have noted that new arrivals at an institu- 
tion come with well-structured beliefs, attitudes and feelings about 
it. More often than not, such attitudes and beliefs are derogatory 
and hostile. Often these feelings are used by inmates to rationalize 
and support their resistance behavior within the institution. It is 
generally the purpose of an institution’s orientation program, not 
only to make a diagnostic study of the individual for placement 
purposes, but also to dispel misinformation and negative attitudes. 
This article describes attempts which were made to change at- 
titudes toward a state training school. 


Tue NEED FOR THE CHANGE 


In November 1954, a social worker student on field work place- 
ment at Warwick (N. Y.) State Training School studied the 
school’s orientation program in terms of the attitudes and be- 
havior of a group of boys.** An attitude test, designed by this 
writer, was given to the same group of boys on three occasions: 
(1) prior to admission to the school; (2) during reception, which 
included the first week at the school; and (3) after six weeks in 
the regular program. Moore discovered that these boys had un- 
favorable attitudes toward the training school before admission 
but that these became significantly more favorable during recep- 
tion. However, after six weeks in the regular program, the at- 
titudes reverted nearly to the unfavorable level shown before 
admission. A follow-up attitudinal study conducted in February 
1955, and evidence gathered from new boys during group discus- 
sion sessions supported Moore’s findings. 


Tue New OrrIENTATION PRoGRAM 


An orientation program committee, composed of the assistant 
superintendent, the social worker supervisor and the project staff 


*From New York State Training School for Boys, Warwick, N. Y. 


**Moore, Arthur T.: The orientation process at a state training school in terms of 
attitudes and behavior. Master of Social Work Thesis. School of Social Work, Atlanta 
University, Georgia, 1955. 
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co-ordinator, was appointed by the training school superintendent 
and given the responsibility for instituting appropriate changes. 
After a careful scrutiny of the orientation program then in effect, 
this committee decided to introduce some major modifications: 

1. The specific aims of the program were clarified and broad- 
ened. Previously, the major purpose of orientation, in common 
with many similar institutions, had been to prepare a diagnostic 
report for purposes of cottage placement, work, academic school, 
and other training school assignments. The aims of the new pro- 
gram became: (a) To achieve an improved understanding of the 
boy’s treatment needs. (b) To achieve better programming in 
terms of individual treatment needs of boys. (c) To prepare each 
boy for his regular program in a more relaxed and friendly man- 
ner by helping him to establish the kind of interpersonal relation- 
ships necessary to a good training school adjustment, and by help- 
ing him to understand the training school situation. (d) To further 
the development of the staff involved in the program. 

2. The time for orientation was extended from a one-week to 
a six-week period. 

3. Staff members participating in the program were increased 
to include chnic, education and activity groups. Previously, the 
resident psychiatrist and the three social workers (the clinic) were 
the major staff members involved in the orientation program. Par- 
ticipating in the new program, in addition to the clinic personnel, 
were two academic classroom teachers and two boys’ supervisors. 

‘The orientation program committee developed, after a series 
of conferences with the new orientation staff participating, tech- 
niques for obtaining the objectives of the new program. The clinic, 
educational and activity staff each had its own program to carry 
out and each was consulted and aided in achieving the aim of the 
program. 

The clinic was responsible for establishing a case-work relation- 
ship with each new boy, using individual and group approaches, 
preparing materials which could be used for an adequate diag- 
nosis, establishing and maintaining liaison with orientation-pro- 
gram teachers and activity supervisors, and interpreting the prob- 
lems and needs of orientation-boys to the regular training school 
staff. Several plans and schedules were developed to achieve these 
tasks. Regular weekly conferences with the boys were arranged 
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by the three social workers. Materials gathered during these in- 
terviews were used for diagnostic summaries and for making 
recommendations for appropriate regular programs for them. 
Liaison with other orientation-staff members was established and 
maintained by regular meetings between individual social workers 
and individual teachers and activity supervisors. Social workers, 
during regular evening cottage visits, told the cottage parents 
about the problems and personalities of new boys. 

The boys’ supervisors were responsible for maintaining a var- 
iety of activities to help the boys adjust to the training school, 
and they were responsible for observing the boys’ behavior in the 
group situation. The supervisors attempted to provide a relaxed, 
friendly atmosphere. Opportunities were available for boys to ask 
questions and receive help from supervisors in group discussion 
and in casual, individual contacts. Discussions were centered 
around the boy’s feelings about the training school and about 
being in a training school. During these sessions, the supervisor 
interpreted the training school to the boys. Varied activities were 
available, such as active games, nature lore, hiking, athletics, draw- 
ing, painting, quiet games, group and individual games. 

Other procedures were used by activity supervisors to aid in 
orientation. These included vocational exploration, visits to regu- 
lar work groups and places of work in the training school, talks 
by guest lecturers from various departments in the training school, 
and participation in group projects. 

The specific objectives of the academic teachers in the new pro- 
gram included educational diagnosis, an exploration of academic 
needs, vocational exploration, human relations and the provision 
of knowledge of the training school services available to the boys. 
The teachers’ diagnostic activities included the administration, 
scoring and reporting of the Stanford School Achievement Test. 
The educational aspects of the new program were not focused so 
much on improvement of academic skills as on providing an op- 
portunity for boys to use a wide variety of educational materials 
in an accepting climate. 

Teachers took boys on trips to various shops of the institution. 
They prepared the boys for these visits and afterward encouraged 
discussion of the visits in the classroom. Teachers attempted to 
help the boys in adjustment, by organizing classes in small groups 
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and instituting a flexible educational program. Informal, small- 
group and individual teacher-boy discussions were a daily occur- 
rence. Efforts were made to create a friendly, relaxed classroom 
atmosphere. 


The orientation program committee was responsible for the 
over-all co-ordination of the new program. The job of over-all co- 
ordination included many activities, such as setting up orienta- 
tion staff conferences, arranging for physical facilities to be used 
by orientation-boys, arranging for equipment, and co-ordinating 
the efforts of the educational, clinical and activity aspects of the 
new program. 

Procedures for the continuous evaluation of the new program 
were included from the beginning. The research methods used in 
evaluation were varied and included structured group discussion 
with orientation-boys, interviews with the orientation staff, dis- 
cussions with cottage parents and a formal attitudinal testing 
program. The testing program was designed so that two succeed- 
ing groups of newly-admitted boys were selected for testing at 
three-week intervals. In this way, eight groups were selected and 
tested, three times each, between February and October 1955: (1) 
during reception, (2) during the last week of the orientation pro- 
gram, and (3) six weeks after placement in the regular program. 

Underlying the various changes which were introduced, was 
an important principle: that negative attitudes could be changed in 
a positive direction by a program designed for gradual acceptance 
of the training school, for the establishing of favorable interper- 
sonal relationships, and for the provision of accurate information 
about the school. 


REsULtTs 


The new orientation program went into effect on February 11, 
1955. After 10 months of operation, its major strengths may be 
stated as follows: 

1. The attitudes of newly admitted boys have not deteriorated 
during their stay in the orientation program.* 

2. There has been a significant improvement, during the new 
program, in the feelings and attitudes of new boys toward the 


“Attitude tests scores were evaluated statistically by the Analysis of Variance Tech- 
nique. 
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training school. This improvement is reflected in reduced run- 
aways, more harmonious boy-boy and boy-staff relationships, 
fewer fights and quarrels among new boys, and so on. 

3. According to the social workers, teachers, activity super- 
visors, and cottage parents interviewed, the boys seem better pre- 
pared than formerly for the regular training school program. 

4. Social workers, teachers and activity supervisors engaged 
in orientation feel that they are doing more effective jobs. 

5. According to the social workers, there have been improved 
staff reporting, more adequate diagnosis of the problems of new 
boys and more adequate formulation of the type of treatment 
sequence a boy should have during his stay at the institution. 

6. Staff liaison among social workers, teachers and activity 
supervisors has had some beneficial results. 

Some weaknesses of the new program which need to be corrected 
seem to be: 

1. Since boys enter the institution each week, orientation 
groups have been unstable. This instability seems to influence 
teaching and activity groups adversely. 

2. There isa lack of adequate orientation-staff time for the 
preparation of reports, conferences, planning, scoring tests, in- 
terpretation to the regular staff, and so forth. 

3. There is still some contamination of the attitudes of orienta- 
tion boys because of their cottage contacts with boys in the regular 
training school program. 


IMPLICATIONS 


The attitudes and feelings a boy brings to an institution and the 
treatment he receives initially are important. If the inmate arrives 
at: the institution with the community’s predominant concept of 
an institution as a place of punishment, resentments and resistance 
to change may develop. The institution must build into such in- 
mates acceptance of their incarceration as well as acceptance of 
the institution. 

To the boy who has no previous institutional experience, con- 
finement is a shock; and there is much he needs to know, not only 
about training-school rules and regulations, practices, and organ- 
ization, but also about the treatment, and about the academic and 
vocational training opportunities which are available. In the boy 
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who has been previously confined, his experience in other institu- 
tions may have established hostile attitudes which must be re- 
moved or reduced before he will enter into constructive interper- 
sonal relationships with others. 

By creating a more effective orientation program, by creating 
situations in which modifications of the attitudes and behavior of 
inmates can occur, the institution makes itself a more effective in- 
stitution. An effective institution is one which provides an environ- 
ment and atmosphere that aids the personal, social and emotional 
growth of those it serves. 

In this particular study the institution was able to become more 
effective through (1) better understanding of treatment needs, (2) 
better programming according to needs, (3) better preparation for 
regular program and (4) staff development for these specific 
problems. 


New York State Training School For Boys 
Warwick, N. Y. 














GROWING PAINS © 
ANONYMOUS* 


I pause to calm my struggling soul 

To ease the labored breath; 

As efforts bent toward lifting hope— 
Deny the claims of death. 

The struggle is unlike the prize— 

It knows of anxious fears, 

And dwells upon decadent dreams, 
Replaced by healing tears. 

It tells of toil and aching pain 

Of life’s mysterious way, 

It fathoms deep within the wells, 

To glean a better day. 

My journey’s heart holds little peace, 
Triumphant or despaired 

I waver, linger, then proceed— 

To Him for kind repair. 

I cling much less to futile ways, 

The mind is clear and fresh, 

It sounds the tenor of my soul 

And mends the ragged mesh. 
The way is long, this earth-bound road 
From view it often goes, 

But turns and bends again—once more 
To reach toward God and grow. 


c/o Director Buffalo State Hospital 
400 Forest Avenue 
Buffalo 13, N. Y. 





*This verse was written to express her reaction to psychotherapy by a patient who 
wishes to remain anonymous, 

















REVIEW OF MENTAL HYGIENE AND RELATED 
LEGISLATION FOR THE YEAR 1956 
BY E. DAVID WILEY, LL.B. 


Before the 179th annual session of the New York State Legis- 
lature adjourned sine die on March 23, 1956, a total of 7,460 bills 
had been introduced, 3,483 in the senate and 3,977 in the assembly. 
This is the highest number of bills introduced during the last 10- 
year period. Twelve hundred eighty-eight of these bills passed 
and were sent to the governor for executive action. This again 
was the highest number of bills sent to the governor by any of 
the last 10 sessions of the legislature. The governor approved 951 
laws and vetoed 337 bills. 


In the field of mental health and related legislation, there was 
more than usual activity. The emphasis was directed to problems 
of the aging, the mentally retarded, and youth. In addition to the 
program of legislation submitted by the Joint Legislative Com- 
mittee on Problems of the Aging, established by the 1955 legisla- 
ture, a large number of independently sponsored bills relating to 
the aging were included in the measures considered by the legis- 
lature. Similarly, the Joint Legislative Committee on Mental Re- 
tardation, established pursuant to Resolution 83 adopted by the 
1955 legislature, submitted a program of legislation. Many other 
legislative proposals were submitted by independent groups or 
persons concerning matters related to mental retardation. Certain 
of the laws that were enacted relating to the aging and to mental 
retardation will be discussed later. 

The office of the executive assistant to the governor on prob- 
lems relating to the aging, and other interested groups, worked 
with the legislative committee in formulating nine bills on this 
subject which Governor Harriman approved on April 20, 1956, 
at which occasion the governor said: 


“This is a very happy occasion for me. During the past year 
we have developed a ‘Charter for the Aging’ in New York State, 
outlining a concerted, co-ordinated program in the field of the 
Aging. In developing this we have had the aid of members of the 
Legislature and of public-spirited groups all over the State. 
I wish to express my thanks to all those who participated and 
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particularly to Senator Desmond who, I regret, is not able to be 
here today because of illness in his family. 

“Today it is my great privilege to approve legislation covering 
many of the recommendations in this Charter. We have made 
great progress. 

“Enacted into law will be important new departures in the field 
of the Aging, involving health and medical care, housing, employ- 
ment, counseling and placement for older workers, education, rec- 
reation and pensions.” 

In all, there were 20 bills enacted into law with the approval 
of the governor bearing on matters relating to the aging in the 
fields of civil service, education, health, housing, personal income 
tax, labor, mental hygiene, pensions and social welfare. 

There were 15 bills enacted into law on the approval of the gov- 
ernor on matters relating to mental retardation in the areas of 
education and mental hygiene. 

Important legislation was enacted into law with regard to youth 
by the establishment of youth courts throughout the state and 
a permanent State Youth Commission. 

The legislative processes at the 1956 session serve well as a 
testimonial to democracy in action, Here became manifest basic 
principles of constitutional government, the checks and balances 
of power between the executive, legislative, and judiciary with 
particular emphasis upon the respective roles played by the execu- 
tive and legislative branches. These principles are most evident, 
as in the recent session, when the executive and legislative 
branches are of opposite political faiths and neither is dominated 
by the other. At the 1956 session, programs were submitted or 
backed on the same subject by both the governor and the leaders 
in the legislature. A healthy competition for success of their pro- 
grams ensued, resulting in study not only of each other’s propo- 
sals but also in re-evaluation of their own proposals to ascertain 
whether they represented the best interests of the people or what 
the people, whom they represented, wanted. Thus was achieved 
as nearly as possible the purpose of our constitutional concepts 
of checks and balances between the legislative and the executive. 

As in previous years, the review of 1956 legislation will be dis- 
cussed under “Appropriations,” “Mental Hygiene Law” and 
“Laws Relating to Mental Hygiene.” 
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APPROPRIATIONS 


The total appropriations by the 1956 legislature for the Depart- 
ment of Mental Hygiene and its institutions were $211,592,032 
which was a decrease of $15,330,340 from the sum allowed for the 
previous year. For institutional operation, the appropriation for 
personal service is $115,231,773, which was an increase over the 
previous year of $4,603,695. The appropriation for maintenance 
and operation of institutions was $36,110,004, or an increase over 
the previous year of $616,709. 

The budget classification of maintenance undistributed contains 
items of appropriation which deserve special mention. In support 
of Commissioner Hoch’s program of intensive treatment units, 
an appropriation of $1,110,870 was made. This is an increase over 
the similar appropriation in the previous year of $648,007. It 
should be noted, however, that the appropriation for the previous 
fiscal year covered only a five-month period, whereas the approp- 
riation in the current budget is for a full 12-month period and, 
therefore, did not represent an expansion of the scope of this pro- 
gram, but rather a continuation of it at the same level of operation 
for a period seven months longer. The department’s program of 
supporting day hospital services, commenced the previous fiscal 
year with an appropriation of $68,600, was increased more than 
100 per cent by an appropriation in the current budget for this 
purpose of $156,486. 

‘ Reflecting the decrease in the incidence of tuberculosis, the ap- 

propriation for antibiotics for the treatment of tuberculosis was 
$35,000, or $15,000 less than the amount appropriated for the pre- 
vious year. The appropriation for the new drugs, thorazine and 
serpasil, which in recent years have become so critically important 
in the care and treatment of the mentally ill, was doubled this 
year over the appropriation of last year. The current budget pro- 
vides $1,500,000 for these drugs. 

Appropriations for research and special studies were made, 
both in the regular budget and in special appropriation bills. 

The sum of $131,396 is provided for the epidemiological re- 
search unit, which is $19,396 more than was provided for the pre- 
vious year. 

The biometric research unit received an increase of over 100 
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per cent in funds above last year with an appropriation of $42,000. 

The $25,000 appropriation for cerebral arterioclerosis research 
last year was quadrupled this year, with $100,000 provided. 

Research in child psychiatry receives $13,068 this year, which 
more than doubles last year’s allotment. 

Senile rehabilitation is another phase of research which receives 
support with an appropriation of $111,084, more than doubling 
the sum of $46,284 allotted last year. 

Allocations of $200,000, for research in schizophrenia and 
$150,000, for chemical and toxicological laboratory services appear 
in the budget for the first time this year. 

Finally, institutional research projects generally received a 
boost this year of a better than 100 per cent increase, with $871,250 
provided, against $434,372 last year. 

The department’s programs of training and education received 
tremendous impetus in the current budget. Funds for tuition, sti- 
pends, and fellowships are increased nearly 100 per cent over the 
previous year, with $203,000 provided for the current year. The 
sum of $150,000 is appropriated for the training of medical staff 
members this year. This is more than a 400 per cent increase over 
the $35,000 provided last year. The appropriation of $12,000 for 
training chaplains is the same as for last year. 

Another department program receiving a substantial increase 
for the current year is the aftercare clinic program with an ap- 
propriation of $882,823, which is $293,968 above last year’s ap- 
propriation. 

Three new programs should be mentioned under appropriations. 
First, is $90,000 appropriated by Chapter 812 of the Laws of 1956 
for two pilot diagnostic and parent-counseling centers for the 
mentally retarded. Second, is $150,000 appropriated for a consult- 
ant in the department and for studies and the development of 
plans on many aspects of the problems of the aging. Both of these 
programs are tied in with the establishment and operation of the 
Interdepartmental Health Resources Board, provided under Chap- 
ter 191 of the Laws of 1956. A third new program is for assistance 
to released patients in obtaining employment, $15,180. 

Indicative of the continued advance of the community mental 
health services program, is the appropriation of $6,766,265, an in- 
erease of $1,689,011 over the previous year. 
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MentaL Hyerenet Law 
Department Program Bills 


The four bills amending the Mental Hygiene Law that were 
sponsored by the department, will be discussed first. 

Chapter 72 amends Section 72 of the Mental Hygiene Law in 
several respects designed to assist health officers in their duties 
relating to dangerous mentally ill persons in the community. 
Health officers are authorized to take into custody, transport, de- 
tain, and provide temporary care for any person deemed danger- 
ous to himself or others because of mental derangement. It be- 
comes the duty of peace officers, upon the written request of a 
health officer to take any such person into custody. Health officers 
now must cause the patient to be examined for court certification, 
prior to the expiration of 60 days from institution admission only 
upon the written recommendation of the person in charge of the 
institution. This legislation makes other language changes and de- 
letes an unused provision relating to patients under the jurisdic- 
tion of the armed forces. 

Chapter 284 adds a new subdivision 18 to Section 34 of the 
tal Hygiene-Law which provides: “14. The commissioner may de- 
tution in the department, with the approval of the commissioner, 
may accept the services of volunteers without salary who shall be 
state employees in the unclassified service for the purpose of re- 
ceiving benefits pursuant to the workmen’s compensation law in 
the event of injury in the performance of their assigned duties.” 
The department’s chief concern for these volunteers in our institu- 
tions, whose services are of incalculable value to the patients, is 
that they be given more adequate protection in the event of injury. 
This law now gives them protection equal to that given paid state 
employees in the institutions. 

Chapter 343 adds a new subdivision 14 to Section 7 of the Men- 
tal Hygiene Law which provides: “14. The commissioner may de- 
signate employees of the department to act as escape officers 
whose duty it shall be under orders of the commissioner or the 
head of the escape unit in the department or other authorized 
representative of the commissioner to apprehend and return 
escaped patients of the institutions located in New York city or 
to assist in the apprehension in New York city of escaped patients 
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of institutions located outside New York city. Such employees act- 
ing as escape officers shall possess all the powers of peace officers 
in the performance of their official duties.” The department’s 
escape unit in New York City serves the institutions in that area 
as an efficient and economical means for apprehension and return 
of escaped patients. The escape officers in the unit are granted 
by this law the needed powers of peace officers—similar to those 
conferred upon institution patrolmen by statute for many years 
when performing like functions. 


Chapter 351 amends Sections 71,122 and 152 of the Mental 
Hygiene Law, lowering the age limit for voluntary admissions of 
the mentally ill, mentally defective, and epileptic to 18 years. The 
department has recognized for many years that there are certain 
complicating and traumatic factors resulting from the legal re- 
quirement that persons between the ages of 18 and 21, in order to 
be admitted on a voluntary basis for treatment, must be so 
admitted upon the application of their parents. This requirement 
has often resulted in the patient who is a minor not being admitted 
until his condition has reached a stage requiring some form of 
involuntary admission. Persons in this age group are often self- 
supporting, married, emancipated in fact from their parents, and 
living apart from them, frequently long distances from them. The 
trend in giving adult responsibility to persons 18 years of age 
and over, such as the right and requirement of serving their 
country in war and in peace, very properly has been extended 
to this highly personal area. 


Unsponsored Amendments 


. There were several enactments amending the Mental Hygiene 
Law which were not sponsored by the department, but the depart- 
ment took an active part in drafting, amending or urging passage. 

Chapter 30 adds a new Article 6-A to the Mental Hygiene Law 
and makes this state a party to the interstate compact on mental 
health. In supporting this measure in the legislature, the depart- 
ment said in part: “One major problem in the mutual return of 
mental patients to the state of their origin . . . the varying resi- 
dence requirements . . . will be resolved by the establishment of 
this compact. 
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“While liberalizing and obviating many technical obstacles in 
the laws of the states involved is an important feature of this 
compact, by far the most significant feature is the humanizing 
effect that the terms of the compact will have upon the handling 
of non-resident mental patients. The theme that runs through the 
provisions of the compact is humane treatment of patients. The 
advisability of the return of the patient to his home state or 
his retention for continued care or release on convalscent status 
or discharge, in short, the welfare of the patient is the foremost 
consideration of the provisions of this compact.” 

Chapter 242 amends Section 120 of the Mental Hygiene Law to 
permit the existing facilities of Syracuse State School at Fair- 
mount outside the City of Syracuse to be continued, expanded, 
and improved in accordance with the requirements of the depart- 
ment. The amendment of Section 120, added in 1953, and requir- 
ing the closing of the facilities of Syracuse State School within 
the City of Syracuse on or before July 1, 1958, was modified to 
provide for the closing date to be determined by the commissioner. 

Chapter 384 removes an ancient provision from Section 65 of 
the Mental Hygiene Law relating to the removal and burial of 
unclaimed déad bodies of patients at Ward’s Island by the com- 
missioner of public charities of the City of New York. The de- 
partment in the past has provided cemetery facilities at Kings 
Park State Hospital for burial of unclaimed bodies of patients 
from the other hospitals in the metropolitan area but, because 
of the provisions of Section 65 of the Mental Hygiene Law, burial 
of those from Manhattan State Hospital could not be included. 
The department supported passage of this amendment because 
it felt that it was altogether fitting and proper that the same 
burial facilities should be provided for the unclaimed dead of 
Manhattan State Hospital. 

Chapter 809 amends Section 24 of the Mental Hygiene Law 
limiting the right of the state to collect from a relative’s estate, the 
difference between the amount charged for a patient’s care and the 
full reimbursement rate. Before this amendment, differential 
claims could be recovered from the estates of a patient’s relatives 
as well as from the patient’s estate. While it was conceded that 
in practice the department was very equitable in its application 
of the law, still the possibility of large differential claims being 
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sources Board. 


mation of such a Board was recommended to the members of the 








filed always existed and tended to disturb liable relatives or their 
heirs. The department supported this measure. 

Chapter 846 adds a new Section 3-a to the Mental Hygiene Law 
providing for a consultant in the department on services for the 
aged. The duties of the consultant, under direction of the com- 
missioner, embrace development of plans and the conduct of 
pilot projects regarding numerous aspects of the problems of the 
aging. An appropriation of $150,000 is made in this law to carry 
out its terms during the current fiscal year. 


Laws Rexiatine To Menta HyGiene 


The department sponsored the amendment of Section 140 of 
the Public Buildings Law relating to fire protection of public 
buildings, which became Chapter 163 of the Laws of 1956 upon 
approval of the governor. Many of the archaic provisions of Sec- 
tion 140, such as the requirement that institutions keep bath tubs 
filled with water at night, have been deleted; and many other 
presently impractical provisions have been adjusted to modern 
concepts and practices for fire protection. 
Chapter 191 creates an Interdepartmental Health Resources 
Board to initiate, formulate, execute and transfer to state ad- 
ministrative agencies programs for the diagnosis, treatment and 
rehabilitation of chronic alcoholics, and of similar programs in 
mental retardation, and in emotional disturbance in children, and 
all state rehabilitation facilities, including health services for the 
elderly. The Board succeeds to many of the functions and un- 
finished projects of the Mental Health Commission which expired 
on March 31, 1956. Upon the occasion of his approval of this law 
on April 3, 1956, Governor Harriman said: 

'“T am gratified that the Legislature has approved my recom- 
mendation for the creation of an Interdepartmental Health Re- 


“As I pointed out in my Special Message of January 17, for- 


Mental Health Commission and the Interdepartmental Health 
Council. The new Board will take the place of both these organiza- 
tions. It will consist of the Commissioners of Correction, Educa- 
tion, Health, Labor, Mental Hygiene, and Social Welfare and the 
Chairman of the Division of Parole and the Workmen’s Compen- 
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sation Board and the Administrative Director of the Joint Hos- 
pital Survey and Planning Commission. The Board will undertake 
special studies in fields with which more than one of these de- 
partments are concerned and will co-ordinate various interdepart- 
mental programs, such as in the vitally important field of medical 
and vocational rehabilitation. 

“The creation of the new Board represents an important step 
in further recognition of the interlocking nature of activities in 
the fields of Public Health and Mental Hygiene.” 

Chapter 636 creates a permanent Youth Commission in the 
Executive Department. An interdepartmental committee is pro- 
vided within the commission with certain consultant and advisory 
powers and duties with respect to youth, as determined by the 
commission. It is composed of the commissioners of mental hy- 
giene, health, social welfare, correction, education, the industrial 
commissioner, the lieutenant governor, the attorney general, the 
chairman of the board of parole and the superintendent of the 
state police. 

Chapter 678 amends Section 1383 of the Civil Practice Act, 
making it the duty of a committee in a proper case, to provide 
for the burial of an incompetent. The department supported this 
legislation in the belief it will help the institutions in securing 
prompt and proper burial of patients whose estates have funds 
in the hands of a committee. Prior to this enactment, the powers 
of. a committee did not extend beyond the death of the incom- 
petent, even for purposes of arranging for burial out of the incom- 
petent’s funds. 

Chapter 737 adds a new Article 153 to the Education Law pro- 
viding for certification of psychologists. As originally proposed, 
this legislation provided for licensure of psychologists. The de- 
partment was aware that attempts had been made to draft a de- 
finition of the nature and scope of the practice of psychology, to 
be included in this legislation; but the efforts had completely 
failed. The department felt there could be no proper licensure of 
a profession, unless there was a definition of the practice of the 
profession. The department therefore opposed the original bill, 
but was instrumental in having it amended to provide, instead of 
licensure, certification of qualifications and excluding uncertified 
persons from representing in any way to the public that they are 
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certified psychologists and from giving psychological services on 
that basis. The department supported this legislation as a forward 
step in giving official recognition to qualified psychologists. 


Office of Counsel 

New York State Department of Mental Hygiene 
112 State Street 

Albany, New York 














EDITORIAL COMMENT 


“CURSED BE CANAAN...” 


When somebody misuses psychology to the injury of psychiatry, 
there is skin off psychiatry’s nose as well as off psychology’s. 

What is an IQ? Any psychologist and almost any psychiatrist 
can give a satisfactory working definition, but anybody who can 
give a sound scientific one should proceed therefrom to answering: 
What is truth? How old is Ann? Where did Cain get his wife? And 
—for octogenarians—who struck Billy Patterson? 

The IQ is a measure and a comparison. The business of measur- 
ing is difficult enough when we know what we are measuring, and 
what we are measuring with. Consider the metric measure of vol- 
ume, the liter. A liter was intended to equal 1,000 cubic centi- 
meters ; it doesn’t. In the volumes most commonly used in the medi- 
cal laboratory, a milliliter is supposed to equal a cubic centimeter 
(1 ml.=1 ec.); and, of course, it doesn’t. A milliliter is one and 
27/1,000,000 (1.000027) ec. And in the metric system we are deal- 
ing with objectively observable and determinable physical quanti- 
ties—insofar as anything can be objectively observable and deter- 
minable. 

If there was an error in measuring the liter (and milliliter) 
when the physicists knew what they were measuring and what 
with, how accurately can we expect to measure something we can’t 
identify when we don’t know what we are measuring with? In the 
case of the milliliter and cubic centimeter, the question is more 
than slightly academic; our instruments are not accurate enough 
to show the difference; if we could compare a cubic kilometer 
which is a million billion cc. (1,000,000,000,000,000—1 followed by 
15 ciphers—ce.) to a million billion ml. (1,000,000,000,000,000 ml.), 
we should find in these mountainous bulks something like an ap- 
preciable difference. It would be roughly equivalent to a 100-foot 
cube. 

Sometimes we talk and act as if the IQ were not only as precise 
a measuring instrument as we can use in the pharmacological lab- 
oratory, but as if we were measuring a physically and chemically 
homogeneous material under constant conditions as well. One can 
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proceed from this misconception to a whole train of social, psycho- 
logical and psychiatric errors. The most prevalent one partakes 
of all three: It is the acceptance of the IQ as definitely fixing the 
individual’s status in the community. In the social sphere, this is 
to lead to something in the nature of caste formation, with results 
ranging from economic disadvantages for many persons supposed 
to be in the low IQ range to intellectual snobbery by many in the 
high. In psychology, it may lead—if not viewed in the light of 
numerous other findings—to mistaken appraisals of individual 
capacity for useful achievement. In psychiatry, it may lead to ther- 
apeutic nihilism, particularly where low IQ’s are found; a low IQ 
is a low IQ and so what; it is fixed by nature; and one can’t do any- 
thing about it! 

The IQ as a measure is far from exact. If it is not so indefinite 
as “a long way” and “a lot,” it will bear comparison with “an 
hour’s walk” or a “big basketful.” Furthermore, whole volumes 
can be written on what sort of thing makes up the distance covered 
by an hour’s walk or what kind of basket holds the basketful. That 
distance or that container may be uninformatively called “intel- 
lect.” Among the numerous working definitions for intellect are: 
ability to learn; ability to do abstract thinking; and ability to 
modify behavior appropriately. The theories of what mental traits 
or capacities underlie these abilities are various and complex; they 
could hardly be summarized satisfactorily even in a good-sized 
textbook. What is generally accepted about mental phenomena is 
that their operations can be observed and, in a sense, compared or 
measured. It is also rather generally accepted that whatever the 
IQ measures, it measures a factor or factors which are relatively 
constant for life—hence the general air of fatality surrounding 
it. To this point, exception is noted here and will be discussed later. 

The IQ, then, is a numerical expression reflecting the results of 
a rather inexact measurement. It is arrived at through one or 
more of numerous specially adapted test procedures, and it may 
be inferred from others. Usually when an IQ is mentioned without 
further particulars, it is based on some form of the Stanford-Binet 
intelligence test, or on the Wechsler-Bellevue test. It may, how- 
ever, be obtained from a number of others—including special tests 
for illiterates (since education must not be confused with intell- 
igence). And it may be judged, with some approach to agreement 
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with intelligence test results, from such procedures as the Ror- 
schach examination, which are intended primarily to do something 
entirely different from determining intelligence. 

The numerical expression known as the IQ has been referred to 
as a measurement, but it is a measurement by comparison with an 
intangible. A meter is the distance between two lines scratched 
across a standard bar of specified metal, kept under standard con- 
ditions. An IQ is not a measurement in this sense; it is a measure- 
ment by comparison with a mathematical concept—that of a mean 
or average. A standard population may be presumed to have a 
mean IQ of 100+30. Below 70, an individual is no longer con- 
sidered of normal mentality but is rated a mental defective. Above 
130, a person is rated as definitely brighter than ordinary, or 
brighter than is to be expected in the normal range. That reason- 
ably reliable (though inexact) measurements have been obtainable 
at all and that many widely varying test procedures have devel- 
oped to the point where most of them are in substantial agree- 
ment are brilliant achievements. They mean that when psycho- 
logists and psychiatrists talk about IQ, they are presumably all 
talking about substantially the same thing and are all talking 
about something of which a quantitative estimate can be made— 
perhaps the latter is what is sometimes called G or general ability, 
or perhaps ability to succeed in school, of whatever elements either 
of these may consist. 

From this point of view, the IQ, besides being a measure and a 
comparison, is a symbol. IQ 115 is a symbol for a “bright” person, 
IQ 130 for a “superior” one. But IQ 115 is not the bright person 
in itself; it is not anything in itself; it is simply a sign—a tremen- 
dously condensed bit of shorthand—of a descriptive nature. As a 
symbol, it has points in common with other symbols. The cross as 
a religious symbol stands for Christianity. But it may, in one 
instance, indicate the Roman Catholic Church, in another a chap- 
lain in the military service, in the third the Salvation Army. So 
the IQ’s of 115 and 130 may be symbols for different things in 
different instances. In one instance, an IQ of 115 may represent 
an ordinarily “bright” normal person whose intelligence is actually 
about as far above the mean as 115 is above 100; in another, IQ 
115 may represent a person tested under neurotic or worse difficul- 
ties; his intelligence is certainly as far above the mean as 115 is 
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above 100; but it may be much higher. In the first instance, 115 
is a reasonably objective estimate; in the second, it is merely a 
lower limit. 

This is the sort of assertion which some indignant psychologists 
may just possibly repudiate with energetic horror. An IQ is a 
measurement; it should be accepted as a scientifically-obtained, 
reliable measurement; and that is that. To realize that it isn’t, is 
to reflect on nobody’s professional ability. It is merely to note what 
workers with the IQ are well aware of but generally do not need 
to take into routine consideration.* 

One may illustrate by citing R. B. Cattell’s admirable elementary 
textbook, General Psychology.** Cattell devotes three chapters to 
defining, or explaining concepts of, intelligence and instruments 
and methods for measuring or determining intelligence. He, prop- 
erly, does not indicate that these are doubtful procedures, for they 
aren’t; ordinarily, they measure, with consistency and with enough 
accuracy for statistical comparisons, a quality or a complex of 
qualities that is ordinarily remarkably constant in a given indi- 
vidual from infancy to old age. For general purposes and common 
uses, such a routine measurement by one of the approved methods 
may be accepted as satisfactory. Such measurements can be relied 
on generally for the selection of groups, not necessarily individ- 
uals, for specialized education or special responsibilities—though 
a failure to meet the minimum standard would not necessarily 
warrant exclusion. A similar routine procedure may be very use- 
ful to the psychiatrist as indicating the intellectual capacity of a 
person who is emotionally ill—insofar as the result is not distorted 
by his illness—an important consideration in therapy. In fact, for 
most ordinary purposes, the routine IQ test may be considered 
satisfactory. And all this is well known. 

What is less well known, less often considered, less frequently 
stressed, is that there are circumstances and instances in which 
the ordinary IQ test is unreliable and that there are purposes for 
which the statistics of routine IQ testing are unsatifactory. In 
contrast to Cattell’s three chapters of definition and explanation, 
he devotes a short paragraph in the appendix of his textbook to 

*For a lampoon on mental testing, which is not without satiric value, see: Wernick 
Robert: They’ve Got Your Number. Norton. New York. 1956. 
**Cattell, R. B.: General Psychology. Sci-Art. Cambridge, Mass. 1941. 
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cautioning testers. If this is an afterthought, it is, however, an 
emphatic one. After noting that, because of the variety of uncon- 
trolled factors in most psychological experiments, it is not enough 
to take a single measurement, he says: 

“Tt is necessary to take many and to work out an average. The 
same is true, to a lesser extent, of physics, when, for example, one 
measures the length of an object two or more times and takes a 
mean. A psychological measurement such as an I.Q. needs to be 
taken many more times to gain the real I.Q., because of the big 
fluctuation from motive differences, fatigue, and the nature of the 
test.” 

The clinical psychologist working with mental patients endeav- 
ors to meet this condition by using a test battery rather than a 
single test. And he repeats tests when indicated. His results are 
comparatively reliable—probably, because of the nature of his in- 
struments and procedure, even more reliable than many psychiat- 
ric diagnoses. | 

But mass measurements of IQ are not taken in this scientific, 
painstaking fashion. They are ordinarily the result of single tests, 
not of test-battery inquiry or repeated examinations; and they 
are frequently taken from group tests. The testers differ in com- 
petence and conscientiousness. One would do well, the psychiatrist 
may think, to handle their results with caution. The analogy is 
less than perfect; but one sometimes sees these results used after 
the fashion a psychiatric resident might follow if he casually 
observed half a dozen paranoid patients and concluded that a 
whole institution population was, therefore, paranoid. 

This last observation is inspired by a recent attempt to use IQ 
data for racist purposes. Counsel for a House of Representatives 
subcommittee investigating the integration of Negro and white 
students in Washington D.C., public schools produced the follow- 
ing figures on IQ’s: third grade, predominantly white, average IQ 
105; predominantly Negro, average 87.* For the sixth grade in pre- 
dominantly white and in Negro schools, averages were given as 111 
and 89; for the ninth grade, 104 and 87. It should be noted, to his 
credit as a scientist, that Dr. Hobart M. Corning, superintendent 
of the Washington schools, refused to be trapped by these figures 
into agreeing that Negroes are inferior intellectually to whites. 
*New York Times, October 2, 1956. 
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The citations (and it should be noted that the figures—and the 
intellectual disparities they reflect—are not questioned here) are 
an attempted misuse of psychological data to the detriment of the 
nation’s mental health. It is no longer a truth requiring no demon- 
stration that people with black skins are inferior to people with 
white. There was a time perhaps when anybody could see this. The 
inferiority of the black was as plain as the fact that the sun rose 
every morning beyond the eastern edge of the earth and set every 
night beyond its western. As the centuries rolled along, this mani- 
fest truth of Negro inferiority became less certain. The white- 
superiority champion had to argue from cultural circumstances 
that we now recognize were largely the results of accidents—de- 
termined by climate and natural resources. Then religion was 
called in. One didn’t need to argue to show that the Christian 
European was superior to the non-Christian African; and, besides, 
there was the specific authority of the Bible in “Cursed be Ca- 
naan.” It was very effective reasoning for Fundamentalist sup- 
porters of slavery. 

Today, one doubts that white-skinned, European Christian man 
is enough superior in behavior, in ethics, in dealing according to 
the principles of the Golden Rule and of brotherhood, for the fact 
to be self-evident. And modern knowledge of human ancestry— 
as well as modern Biblical criticism—casts considerable doubt on 
whether the black man was really condemned by Noah’s cursing of 
Canaan. So, if the old reasoning no longer holds, if matters are 
no longer self-evident, if one can no longer call on a blend of reli- 
gion and superstition to support one’s position, what is a champion 
of white superiority to do? Call on science, of course! And these 
IQ figures are ready to hand. 

The validity of the Washington IQ figures is neither to be at- 
tacked nor defended without considerably more information than 
is at hand. An IQ of 105 for a Washington white third grade is 
a datum; an IQ of 87 for a Negro third grade is another. But they 
are not enough data. What sort of psychologists established the 
IQ’s and through what sort of tests? Was the testing done by 
novices or experienced people? Were the test administrators in the 
Negro schools white or colored? Were the tests individual or 
group? How do familial and social backgrounds of the children 
tested compare? What test was used? 
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One may give the benefit of the doubt and suppose reasonably 
that the tests in the Negro and white schools were identical or 
comparable and that they were given under comparable condi- 
tions. To cast the least doubt possible on the figures, one may also 
suppose that psychologists of equal qualifications did the testing 
and that the averages were calculated by comparably qualified 
people. One may also reasonably suppose that the averages were 
calculated according to approved principles by competent and 
honest statisticians. But one may not reasonably suppose that the 
Washington figures—however honestly arrived at—demonstrate 
the intellectual superiority of the white race over the Negro. 

For the purposes of the present discussion, however, one may 
make a further reasonable supposition. It is that the mental re- 
tardation of Negro children as compared to white is real and that 
the distressing and difficult situation this creates must be accepted 
objectively. It is not a matter peculiar to Washington; similar 
situations have been described elsewhere, and not only in the 
south. Dealing with the situation is not a matter of denying that it 
exists, but of examining and re-examining it to determine its 
extent, its details and its probable causes, with a view to seeing 
what can bé done about it. Assumption that there is real and 
severe retardation, and that the IQ figures come somewhere near 
reflecting it accurately, is not assumption that one race is natu- 
rally superior to the other. (Such natural superiority could well 
be, but as yet, there is no scientific proof of it.) But if one race 
is not naturally superior to the other, why the racial intelligence 
disparities? There are other possible explanations, some in the 
nature of the Washington situation, some in the fact that we do 
not know everything we should like to know about the process of 
determining the IQ itself. 

It cannot be assumed that the social and familial backgrounds 
and other environmental factors of the Washington children whose 
1Q’s are compared are at all comparable. To leave Washington 
and the south, it certainly would not be assumed, in New York 
City for example, that the environment of Negro children in 
crowded Harlem was comparable to that of white children in 
middle-class Bay Ridge, or in well-to-do Forest Hills or half-sub- 
urban Bayside. Any teacher who moved between colored and white 
groups could probably testify to marked intellectual (as measured 
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by school aptitude) differences; and any IQ test—despite allow- 
ances for unknown factors and differing test situations—should 
show it. The question is not whether there is an intellectual differ- 
ence; there is no doubt about that; it is whether the difference is 
caused by racial—and so inherited and irremediable—factors, or 
has other causes which we can do something about. 


The figures given in the news summaries of the Washington 
survey do not show whether the children whose IQ’s are reported 
derive from neighborhoods like Harlem or Forest Hills. School 
Superintendent Corning did say, in refusing to accept the IQ fig- 
ures as evidence of racial intellectual differences, that more favor- 
able familial and economic conditions were to be found in the back- 
grounds of the white children than in those of the Negro children. 
He “insisted,” say the reports, that IQ’s were influenced by en- 
vironmental factors. Add to these unstudied environmental fact- 
ors, unknown factors in the taking of the IQ’s and in what goes 
to determine IQ’s generally, and the results seem doubtful enough 
bases for scientific conclusions. If all the unknowns were known, 
the figures would still be inadmissable as evidence of racial mental 
disparity. To deterime such a thing, reasonably matched groups 
of white and Negro children would have to be selected for the test- 
ing. Nobody with the least knowledge of statistical procedure 
would contend that the white children as a whole were suitable con- 
trols for the Negro children as a whole, or that the Negro children 
were suitable controls for the white. 


Supposing that reasonably matched groups of children were to 
be obtainable, reasonably matched groups of examiners would also 
have to be found. There may be emotional factors involved when 
colored children are tested by white psychologists; certainly 
there would be such factors if white children—under present social 
conditions—were to be tested by Negro psychologists. Equally 
competent and scientifically-minded workers would have to be 
matched from the two racial groups. As a further consideration, 
the intelligence tests to be given would have to be studied, and 
standardized if possible, to eliminate any and all items which 
might discriminate between the races because of social and other 
environmental factors—and it is questionable if this could be done, 
because we are not now at all sure, in general test administration, 
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just what questions measure general ability and just what others 
are influenced by social and other environmental circumstance. 

One does not need to view the results of the well-known and con- 
troversial Skeels, Skodak et al. investigations on orphanage and 
adopted children in Iowa* as full proof that the IQ measures 
chiefly environmental factors—the extreme position sometimes 
supposed to be involved in this controversy—to appreciate that 
environment must play a much greater role in determining intelli- 
gence ratings by present methods than the early users of the IQ 
tests supposed. Skeels et al. found that orphanage children at- 
tending nursery school tended to gain in IQ, while a control 
group of children not attending tended to lose. Another group, a 
small experimental one, was made up of 13 mentally retarded 
children in a state institution for the feeble-minded. They were 
shifted to’ situations within the institution where they attended 
kindergarten and received the interest and attentions of attend- 
ants and of older, brighter girls. They gained from 7 to 58 points 
in IQ (Kuhlmann-Binet) in two years, with an average gain of 
27.5. A group of initially more intelligent controls showed a mean 
loss of 26.2 points in the same period. 

This journal has reported similar instances, and any psycholo- 
gist can add to them. Martz** reported on a child who had a Kuhl- 
mann IQ of 29 at 19 months, when she was admitted to the babies’ 
ward at Letchworth Village (N. Y.). The institution represented 
an improved environment for her, and at four and one-half, she 
had an IQ of 59 (new Terman-Binet, form L) and was placed in 
the institution’s pre-kindergarten class. At six (on the old Stan- 
ford-Binet) her IQ was 97, and she was removed from the insti- 
tution to a boarding home in the community, where her IQ was 
maintained at a normal level a year later. 

Kolburnet reported the case of a boy who was put in a special 
school as a severe mental defective at the age of 13. He had an IQ 

“Skeels, Harold M.; Skodak, Marie, et al.: A series of four studies by Skeels and 
different co-workers, published by the University of Iowa and various professional 


journals between 1938 and 1948. Reprinted for the National Institutes of Health, 
United States Department of Health, Education and Welfare. 1955. 


**Martz, E, W.: Phenomenal spurt of mental development in a young child. Psyoutar. 
QuakT., 19:1, 52-59, January 1945. 

tKolburne, Luma Louis: <A transformation through psychotherapy and special 
education, PSYCHIAT. QuaRT. SUPPL, 27:2, 165-187, Part 2, 1953. 
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of 68. At the end of a year, his IQ was 103.9 (Stanford-Binet, form 
L); at 18 he had made up all his lost years of schooling, had been 
graduated from high school, with a New York State Board of 
Regents average of over 90 per cent, and had been accepted as an 
engineering student in a large university. 

One implication in Martz’ case, in Kolburne’s and in the Iowa 
figures is that—besides being a far from precise measuring instru- 
ment—the IQ reflects the existence of what Skeels calls the “fune- 
tionally” feeble-minded. Bergman et al.* approach the subject 
from a clinical viewpoint, and reach different conclusions which 
reflect the same situation: “Schizophrenic reactions in children are 
not infrequently mistaken for mental deficiency. The I.Q. alone is 
not sufficient to establish a diagnosis of oligophrenia.” Whether 
functional feeble-mindedness or mistaken diagnosis, the IQ evi- 
dently measures something which may not be permanent, as well 
as what has been generally assumed to be permanent defect. 

In Martz’, Kolburne’s and Skeels’ reports, the assumption is 
that the etiology of reversible low IQ’s is environmental. In the 
case of childhood schizophrenia, mistaken for oligophrenia, there 
are also authorities who consider childhood schizophrenia of en- 
vironmental etiology. It is not unreasonable, therefore, to believe 
that in any tabulations of IQ’s, there will be low IQ’s which do not 
reflect permanent, constitutional, congenital or inherited deficiency 
or inferiority, but which do have some relation to unfavorable en- 
vironment. In any report of average or mean IQ’s, there will thus 
necessarily be averaged, with what we aim to measure, figures 
which are environmental artifacts. 

In comparison with the IQ taken by the clinical psychologist— 
who uses projective tests and other procedures to minimize the 
possibility that his intelligence ratings are the results of mental 
disorder—the ordinary school IQ report, usually compiled by 
group testing, is a slap-happy affair. If there are environmental 
artifacts in carefully-arrived-at individual results, they are multi- 
plied in the processes of group testing and school IQ averaging. 
If environmental factors were even partially responsible for 
marked reductions in the IQ’s of Martz’ patient, Kolburne’s pupil 
and Skeels’ orphanage children, the Washington figures of both 


*Bergman, Murray; Waller, Heinz, and Marchand, John: Schizophrenic reactions 
during childhood in mental defectives. PSYCHIAT. QUART., 25:2, 294-333, April 1951. 
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white and Negro school-children’s IQ’s should be depressed by 
similar factors. And that unfavorable environmental factors are 
much more unfavorable in the case of Negro children than of white 
children in such an American city as Washington—to say nothing 
of Dr. Corning’s testimony—is a matter of ordinary observation; 
it does not call for proof by sociological, psychological or other 
scientific investigation. 

If—and this will still be discussed as supposition, not proof— 
improved environment can be presumed to have effected an in- 
crease of more than 35 IQ points in Kolburne’s case, 58 in one of 
Skeels’, and 68 in Martz’, it is a fair presumption that improved 
environments would raise the mean IQ of the white Washington 
schoolchildren at least moderately and that of the Negro children 
materially. If environmental differences could possibly be respon- 
sible for the IQ differences of 35 to 68 points in the individual 
cases cited, it does not seem beyond reason that they could account 
for the modest differences’ of 17, 18 and 22 points between the 
mean IQ’s of specific grades in the Washington white and Negro 
schools. 

Paranoiacs, racists and other assorted bigots from the Old Test- 
ament prophets to modern tyrants have always called on such 
authority as was currently respected to prove that their national, 
social or racial enemies were predestined to be inferiors. When 
there came to be doubts that religious was also scientific authority, 
bigotry turned to the new-born science of biology to justify its op- 
pression and its prejudices. It seemed natural and reasonable to 
the northern European of the last century, newly-acquainted with 
evolution and misinterpreting it, to see himself at the pinnacle of 
humanity’s long climb toward survival—or supremacy at any rate 
—of the fittest. He had his social and material progress to prove 
it, didn’t he? Today we not only doubt his values but altogether 
repudiate his reasoning; if northern European man was at the top 
of the human heap, it was because he possessed—among other 
things—coal, iron ore, a stimulating climate, and machinery, not 
evolutionary supremacy. 

But if we cannot justify our superiority by Bible or Origm of 
Species, there must be other means. This non-white is black with 
thick lips; that other is slant-eyed and yellow-skinned. There ought 
to be deeper differences, and differences to prove that the white 
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man is naturally superior. Hence the recourse to still another 
developing science, psychology, and the anxiety to demonstrate 
consistent and significant differences, inheritable, unchangeable 
and unequivocal, in racial IQ’s. To maintain white social and eco- 
nomic power with any semblance of justice, one must have (in Am- 
erica, at least), if not some semblance of law, some semblance of 
reason. 


In the comparison of racial IQ’s, however, reason has a mere 
semblance indeed. If environment can account for swings in indi- 
vidual IQ’s, ranging up to 68 points, it can account for swings of 
22. But there is positive evidence in the case of the Negro and the 
white man that this environmental swing in IQ is not only pos- 
sible but actually has occurred. There has long been a suspicion 
of environmental influence in instances of comparatively lower 
1Q’s among Negroes than among whites. But there have been few 
or no opportunities to obtain IQ’s under reasonably comparable 
conditions. The country Negro in the south and the northern 
Negro in deteriorated areas of our cities are alike in living in less 
favorable environments than many white neighbors. Comparing 
their 1Q’s with the whites’ is a statistical procedure something like 
that of comparing raw totals of native-born and immigrants’ first 
admissions to our mental hospitals to show that immigrants are 
less stable mentally than the native population. The raw figures do 
show this — impressively — but when standardized comparable 
populations are studied, populations alike in age and sex, there 
are no significant differences in the mental disease statistics of 
native sons and immigrants. In the case of racial IQ’s, standard- 
ized environments cannot be obtained as easily or as certainly as 
can standardized native and immigrant populations. Fortunately, 
we have at least one instance where accident—affecting Negro 
economic cireumstances—has provided something approaching to 
both. 


Pasamanick* has given a brief review of efforts to obtain eco- 
nomically-unbiased Negro and White IQ’s. He cites a monograph 
by McGraw,** the only study of its kind up to MeGraw’s time, as 

*Pasamanick, Benjamin: Patterns of research in mental hygiene. PSYCHIAT. QUART., 
26:4, 577-589, October 1952. 


**McGraw, M. B.: A comparative study of a group of southern white and Negro 
infants. Genet. Psychol. Mono., 10:1-105, 1931. (Cited by Pasamanick.) 
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showing lesser intelligence on the part of Negro infants than on 
the part of white. This study has been used to support the theory 
of racial inferiority, as it has been argued that the environmental 
effects of culture would not be reflected in the intelligence of in- 
fants. But maternal environment, specifically maternal nutrition, 
was inferior in the case of McGraw’s Negro infants, and his Negro 
infants were physically, as well as mentally, inferior. When Pasa- 
manick himself came to make a study of Negro infants in New 
Haven, Conn., in 1944,* he found that maternal nutrition and 
general infant health and physical condition appeared to be im- 
portant factors in determining infant intelligence. Pasamanick saw 
“approximately 85 per cent of the Negro infants residing during 
one year in a ward with heavy Negro population.”** It was a 
year in which there had been wartime employment conditions, with 
the Negro population on an improved earning basis and on an 
equal nutritional basis with the white population through ration- 
ing. Under these conditions, says Pasamanick, “it was found 
[among numerous other things] that these babies were fully equal, 
behaviorally and intellectually, to groups of white children ex- 
amined simultaneously, and to the New Haven white children upon 
whom the norms were established.” 

This is a great simplification of a report which appears to have 
established definitely a relationship between nutrition and IQ in 
infancy and which should go far toward destroying belief in in- 
ferior Negro intelligence. 

Anthropologists have long been in substantial agreement that, 
if there are any important differences in intelligence among the 
human races, evidence has not yet been forthcoming. As Lombroso 
supported the then reasonable proposition that criminal tendencies 
should be evident in physique, so it might seem that intellectual 
differences should be evident also. But Lombroso’s self-evident 
proposition has been proved false—in spite of modern work by 
Hooton and others—and so has the self-evident proposition that 
racial physical differences indicate intellectual ones. Every at- 
tempt to demonstrate the contrary, whether working with Negroes, 
Mongoloids or Australian “blackfellows,” has failed. Even in the 

*Pasamanick, Benjamin: A comparative study of the development of Negro infants. 
J. Genet. Psychol., 69:3-44, 1946. (Cited in: Patterns of research in mental hygiene.) 
**Pasamanick, Benjamin: Patterns of research in mental hygiene. Loc. cit. 
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case of the Australian natives, who differ far more from Euro- 
peans in general culture and social organization than do most 
African Negroes, there is no reliable evidence of significant intel- 
lectual differences. There is, for instance, a recent opinion by a 
psychologist that the Australian primitives are not adapted for a 
white man’s education ;* but there could hardly be found anywhere 
in the world wider differences in environment between that of the 
natives he studied and that of the white men for whose education 
he thought the natives unfitted. The anthropologists who, on the 
contrary, take such things into account have noted repeatedly that 
the Australian native seems to do very well indeed when educated 
in white men’s schools. 

The tourist from Arcturus—who has replaced the man from 
Mars as the perplexed, inquisitive and impartial visitor to Terra— 
would probably conclude that the black man was doing quite as well 
intellectually, socially and morally as his white and yellow fellows. 
Stroking his antennae with a hind leg, he would probably wonder 
also why it matters. We have black, white and bay horses, haven’t 
we? Why not black, white and bay people? If our tourist knew 
human history and the history of human institutions, he would 
wonder still more. 

Black Africa swept down the valley of the Nile, chased the 
Egyptian kings and their sacred cats to Sais, and set up a dynasty 
of civilized Negroid Pharaohs—with a great revival of art—when 
northern Europe was a turmoil of illiterate, white barbarians, 
savage and treacherous, obviously unfit for civilization or self- 
government. It was the Negroid Pharaoh Tirhaka who battled to 
defend Egypt against Esarhaddon when the Assyrian, as was 
the Assyrian custom, “swept down like a wolf on the fold,” a black 
man fighting to save an ancient civilization against the white ser- 
vants of a murderously monstrous empire. 

Looking at Africa through the millennia before and since, our 
galactic traveler could hardly fail to conclude that colored men 
had made intelligent use of the land and resources at hand to set 
up various versions of the good life that would compare well with 
all but the most recent periods of European history. Even bar- 
barous or savage Africa, with its own definitions of comparative 
peace, prosperity and happiness, was as pleasant and secure a 
*Rose, Ronald: Living Magic. Rand McNally. New York. 1956. 
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habitat for man as the slums, the ghettos, the impoverished vil- 
lages, the subsistence farms, even the castles, of medieval Europe. 

We whites have arrogated much to ourselves for which we 
should give credit, not to our deserts but to our fortune, not to 
our abilities but to our circumstance. There is no shred of fully 
acceptable scientific evidence—whether from biology, sociology or 
psychology—to indicate that we whites are the slightest bit better 
than anybody else. There is no shred of scientific evidence to in- 
dicate that we whites cannot get along peaceably, and in the midst 
of one great society, with everybody else. We all realize, or should, 
that there are great barriers to be surmounted—historical, social, 
emotional—before we can integrate the human races into a fune- 
tioning, single society. Perhaps some of these barriers cannot be 
surmounted; we do not even know for certain that the racists are 
not right. There may possibly be racial, immutable and irremedi- 
able intellectual differences between white and black man; when 
skin color, bone formation and features are so different, it is not 
astonishing for people to expect minds to be different. But this, 
at present, is folk belief or folk supposition. There is not only no 
scientific evidence for it; but what scientific evidence there is sug- 
gests the contrary. 

Without more scientific evidence to the contrary than we now 
possess, one does not declare war to the death on a popular belief 
or a popular supposition—however socially undesirable. But 
neither does one permit folk who swear by the ground hog as a 
weather prophet to aver that science proves them right. In a 
world of humanity, that is painted white, black, yellow and all tints 
in between, we do not expect the ordinary run of peoples to greet 
the outlandish-looking alien as an equal, though the scientist may 
hope, for the sake of the future of the human race, that he will 
prove to be one. For the sake of the future of the human race, the 
scientists will do well to emphasize that—as far as he can now 
tell—the races are, in fact, intellectually equal. The real and un- 
questionable inferiority in intelligence tests of groups of Negro 
children, as compared to groups of white, cannot now be accepted 
scientifically as showing Negro racial inferiority; there are too 
many unknown factors for any certain conclusions; there are too 
many known factors pointing toward environmental influence to 
support even tentative racist conclusions at all. 
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The issue is not whether science, on the basis of still incomplete 
evidence, should denounce presumably unsound folk beliefs. Cer- 
tainly until science knows more and can prove more, patience is 
called for when ignorance, stupidity and prejudice combine to 
block progress toward a socially desirable goal. 

But we cannot and should not be patient when scientific instru- 
ments and scientific methods are misused to bar the road. Let us 
by all means keep an open mind toward the possibility that 
science may someday demonstrate that one breed of man is defi- 
nitely superior to another, even if the black is proved superior to 
the white, or some new mutation superior to us both. But let us 
prevent by any means at hand the representation that science now 
supports such a view, or even tends in the direction of supporting 
such a view. Ignorant or malicious use of the Washington school 
1Q’s offers a case in point. 

“Cursed be Canaan... ”* 

The sons and daughters of Japheth, and even of Shem, bear a 
monstrous load of black and bloody guilt, in having heard it, in 
having heeded it of old, and in even now carrying it out. 


*Genesis 9. 25. 
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Resources for Special Education. Mertz E. Frampton, Ph.D. and 
Evens D. Gaui, M.A., editors. 250 pages. Cloth. Porter Sargent. 
Boston. 1956. Price $3.30 (cloth), $2.20 (paper). 


Directory for Exceptional Children. Second edition. E. NELSoN Hayes, 
editor. 247 pages including index. Porter Sargent. Boston. 1956. Price 
$4.00 (cloth), $3.00 (paper). 

These two publication® are important reference works covering schools 
and other facilities for the education and treatment of exceptional children 
and covering agencies and organizations concerned with their welfare, 
and periodicals, pamphlets and books on the subject. 

The directory lists, among other things, 200 schools for the emotionally 
disturbed and socially maladjusted, 160 day schools and 95 state schools 
for the mentally retarded, and 235 private boarding schools and homes for 
mental defectives. Other categories covered are the orthopedically handi- 
capped and cerebral palsied, the blind, the deaf and the speech handi- 
capped. The directory, which is a second and enlarged edition, also covers 
285 speech and hearing clinics and 625 psychiatric and guidance clinics 
in addition to the information about schools. 


The volume on resources is intended for research workers and students 
and for others wishing to locate scientific material in this field. 

Libraries, psychologists, clinics and other organizations called upon for 
information and advice in the matter of exceptional children and special 
education are likely to find these volumes indispensable tools. 


Policeman’s Lot. By Harry SoperMAN. 388 pages. Cloth. Funk and 
Wagnalls. New York. 1956. Price $5.00. 

Policeman’s Lot is the work of one of the greatest modern criminologists. 
It is not a technical book although not precisely the type of anecdotal police 
memoir which is commonly written for general reading. Sdderman gives 
an informal history of modern criminology from the standpoint of a man 
who took part in making it. This book should be of considerable interest 
to any psychiatrist whose work touches the fringes of criminology. It isa 
strange mixture, however, of insight and belief in principles so long out- 
dated that today they are almost superstitions—Kraft-Ebing’s views, for 
instance. Séderman is unfortunately convinced that many aberrations, in- 
cluding homosexuality, are inherited. Sdderman is a firm believer in inter- 
national police co-operation and in the better world that general co-opera- 
tion should be capable of bringing about. His discussion of juvenile de- 
linquency, of the duties of police and of the qualifications of the ideal po- 
liceman, should be of interest to anybody with a social conscience. 
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They’ve Got Your Number. By Rosert Wernick. Illustrated by J. 
Leone. 124 pages. Cloth. Norton. New York. 1956. Price $2.95. 

The author of this broad lampoon on psychological tests and psycholog- 
ical testers does not identify himself, but he could be a disillusioned pro- 
fessional on a mildly hypomanie holiday, or he could be a disgruntled 
student doing some heavy projecting. At any rate, They’ve Got Your 
Number is a lively eustard-pie comedy with psychology and psychologists 
as the targets. The material covered is considerable, if superficial; and, if 
the author is not in the field himself, he seems to have had the benefit of 
expert advice on points and procedures vulnerabfe to criticism. 

They’ve Got Your Number appears to have been published as general 
humor, perhaps with an idea of Christmas sales. Fortunately, it is a little 
esoteric for enthusiastic public purchasing; for the unsophisticated reader, 
if he managed to understand it, might conclude that psychology is a racket 
and its practitioners pretty poor specimens indeed. How the informed 
reader will react may depend on the state of his sense of humor and on 
his ability to applaud custard pie in the face of the just as well as of the 
unjust. This reviewer thinks that all of us in the field—not simply the 
psychologists—may sometimes overdo the testing business and overlook the 
limitations of test procedures. Wernick’s lampoon of this test-happy state 
of mind may serve a useful end; and some not-too-sensitive folk will be 
immoderately amused by it besides. 


Hugh Roy Cullen. A Story of American Opportunity. By Ep Kiuman 
and THrON Wricut. 376 pages. Cloth. Prentice-Hall. New York. 
1954. Price $4.00. 

This biography of one of the West’s philanthropists is highlighted with 

a few pen and ink sketches by Nick Eggenhoffer and 16 pages of personal 

Cullen photographs. 

The story itself is of the disappearing and ever more elusive ‘‘self-made 
man.’’ Its value to the psychologist may lie in its description of the build- 
ing of self-confidence. 


The Fabulous Future. America in 1980. By the editors of Fortune. 
206 pages. Cloth. Dutton. New York. 1955. Price $3.50. 

This is a not-too-significant volume of forecasts and guesses about the fu- 
ture by a representative group of business, industrial, labor, political and 
other leaders in today’s American scene. There is a good deal of what ap- 
pears to be well-founded faith in the future, and some rather worthwhile 
philosophical discussion of the subject. The book is not profound but it is 
probably basically sound and should be good reading for some of the fear- 
ridden. 
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Atomic Quest. By ArrHur Ho.iy Compton. 370 pages including index. 
Cloth. Oxford University Press. New York. 1956. Price $5.00. 

An adaptation of Compton’s Atomic Quest has been made for newspaper 
publication and is now being syndicated. This is altogether desirable, but 
the scientific worker who wants to know how his fellow-scientists felt and 
thought about the use of the atomic bomb against Japan would do well to 
read Dr. Compton’s story in the unadapted original. 

If anything in international affairs except the Treaty of Versailles has 
caused more debate on moral grounds than our use of the bomb, this re- 
viewer cannot recall it. Compton recites the issues, and the reasoning in- 
volved, with great clarity and simplicity. He illustrates with a couple of 
interviews given to Japanese newspapermen some time afterward. He found 
his first questioner would obviously not be satisfied by any other answer 
than regret that the bomb had been dropped. He was prepared for the 
second and asked, in his turn, ‘‘ Would you rather we had not dropped it?’’ 
That closed discussion of the topic. The interviewer apologized later and 
agreed that he would not have been there to do interviewing if the bomb 
had not been dropped. 

Compton’s justification is the saving of millions of American and Japan- 
ese lives which would have been lost if the war had continued. He disposes 
—effectively, this reviewer thinks—of the myth that Japan was ready to 
surrender anyway. It appears there was nearly a revolt against the Em- 
perior as it was. For this and other reasons, this book, although written 
for general comprehension, could well be studied by any scientist concerned 
with the relation of science to moral problems. 


You Shall Know Them. By Vercours. 249 pages. Cloth. Little, Brown. 
Boston. 1953. Price $3.50. 

You Shall Know Them is a satire; it satirizes the human race, democracy, 
science (anthropology), the pursuit of truth, love, law and justice. It is 
pretentious and supposed to be humorous. This reviewer, however, finds 
the satire often misses its target and still more often misses fire; and he 
finds the humor sour. Vercours raises, and perhaps illuminates slightly, a 
number of scientific and philosophical questions, but Vercours is no Dean 
Swift. Perhaps one difficulty is that his book is a French view of English 
people, who, therefore, lack even surface credibility as well as emotional 
foundation. If there is a thesis, it appears to be that, miserable creature 
that man may be, and false as his goal—which is perhaps the pursuit of 
myths—may be, he can find solace in contemplating his own absurdities. 
Perhaps Vercours will someday develop this idea in a more solid piece of 
fiction, with more fully developed characters, and with a more convincing 
setting. 
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Portraits From Memory. And Other Essays. By BERTRAND RUSSELL. 
246 pages. Cloth. Simon and Schuster. New York. 1956. Price $3.50. 

Bertrand Russell at 82 appears still the finest intellect in today’s world. 
This short collection contains autobiographical chapters, notes ‘‘from mem- 
ory’’ on such outstanding personalities as Alfred North Whitehead, D. H. 
Lawrence, and Sidney and Beatrice Webb, besides short essays on such 
subjects as ‘‘Mind and Matter,’’ ‘‘Knowledge and Wisdom’’ and ‘‘ History 
as an Art.’’ There are three and one-half pages on ‘‘Why I Am Not a 
Communist,’’ which are commended for reading by all who are concerned 
with the present unhappy state of the world. The whole volume is some- 
thing which any student of science and any writer of science should read 
with great profit. 

The discussion of mind and matter—which seems to have been inspired 
by considerations from quantum physies—is well worth the attention of 
those of us who stress the unity and dispute the traditional dichotomy of 
man and man’s mind and who, nevertheless, have practical difficulty in 
acting as if we believed our own reasoning. Russell suggests that ‘‘a mind 
and a piece of matter alike [i. e., a mind and its brain] are . . . series of 
groups of events,’’ the same, or some of the same events. The difference is 
not one of quality but of arrangement. 

This is a brilliant suggestion which, if developed, might afford at least 
a philosophical basis for present-day psychiatric thought. 


The Anatomy of Terror. Khrushchev’s Revelations About Stalin’s Re- 
gime. Introduction by Nathaniel Weyl. 73 Pages. Paper. Public 
Affairs Press. Washington, D.C. 1956. Price $1.00. 

The Anatomy of Terror is the text of the speech delivered by Nikita S. 
Khrushchev, the first secretary of the Communist Party of Séviet Russia, 
in denouncing the late dictator, Joseph Stalin, in February 1956. The text 
is that released by the United States Department of State in June 1956. 
The introduction by Nathaniel Weyl endeavors to place it in historical per- 
spective and to give some cautious evaluation of its meaning to Russia and 
to the free world. Most persons with social conscience know at least the 
general outline of this indictment of a tyrant whose deeds compare with 
Nero’s, Caligula’s, and Hitler’s. The whole document is of very great in- 
terest to all social scientists, including psychiatrists. Khrushchev at the 
outset sounds like Antony orating over Caesar. Enough has been written 
about Stalin’s merits, says the speaker; he will now go on to discuss his 
tyranny. He lists usurpation, brutality, wholesale murder, a state of per- 
manent terror. The psychiatrist will also find much for speculation—and 
not much data—in the masochism of the Russian leaders who not only en- 
dured the Stalin terror but underwent the further humiliation of public 
admission of it. 
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On the Nature of Man. An Essay in Primitive Philosophy. By Dago- 
BERT D. Runes. 105 pages. Cloth. Philosophical Library. New York. 
1956. Price $3.00. 

Dagobert D. Runes is an unpredictable fellow. One is likely to find him 
as the modest editor of a dictionary of philosophy, or the earnest compiler 
of a huge ‘‘treasury’’ of philosophical writings, or the stimulating author 
of the brilliant Letters to My Son. Here he presents reflections subtitled 
‘an essay in primitive philosophy’’—which seems to be primitive only in 
the sense that it is not systematized. It is a book of acute and sometimes 
shattering observations of man and his beliefs, behavior and institutions, a 
small volume of high ethical, but not moralistic, reflections and aspirations. 
Consider the law. The law, says Dr. Runes, is ‘‘never holy but often sinful. 

. . the sanctification of all the evils of a villainous ochlocracy . . .’’ 
And: ‘‘. . . the lawbreakers in our history . . . have brought to the people 
of the Western World the rights they enjoy. . .”’ 

But: ‘‘The conscience in us is more than the voice of God; it is God Him- 
self . . . Man’s conscience is his bridge to eternity. . . . In serving fellow 
man, we serve the only true God we know, the One and the Eternal, the 
Nameless One Whose Nature Is Love.’’ Besides the short discussions of this 
and that, which make up the ‘‘essay in primitive philosophy,’’ there are a 


number of pages of ‘‘evening thoughts’’ which range from a casual para- 
graph or two to sharp and brilliant aphorisms. Neither scientist nor philos- 
opher is likely wholly to approve this volume; but it is to be recommended 
sincerely to both, as promising at least an evening of delightful and profit- 
able icon-smashing. 


Scalpel. Men Who Made Surgery. By AcatHa Youna. 311 pages includ- 
ing index. Cloth. Random House. New York. 1956. Price $5.00. 

Agatha Young’s popular history of surgery is a readable and generally 
reliable account. After a course of reading pedestrian scientific compila- 
tions, it may appear sensational; but the history of surgery is in fact 
sensational. The psychiatrist will wish that there had been more attention 
paid to the psychology of Miss Young’s characters, many of whom were 
interesting and enigmatic figures. It might also be wished that somewhat 
more attention had been paid to the development of anesthesia and to 
the use of hypnosis as anesthesia. These notes, however, are from the 
specialist point of view. Scalpel is a fascinating account for general read- 
ing of the history and accomplishments of one of our most dramatic and 
most important professions. It is also informative reading for the pre- 
medical student. It can be generally recommended. 
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The History of Witchcraft and Demonology. By MontacuE Sum- 
MERS. 353 pages including index. Cloth. University Books. New York. 
1956. Price $6.00. 


The History of Witchcraft and Demonology was first published in 1926. 
This new edition is most welcome. The author was a Roman Catholic priest 
who is described in Felix Morrow’s foreword to this edition as an ‘‘unre- 
constructed medievalist’’ and who described his own views as ‘‘an 
absolute and complete belief in the supernatural and hence in witchcraft.’’ 
Fathers Summers might have been writing in 1626, not three centuries 
later. He cites the notorious Sprenger of Malleus Maleficarum as one of 
his ‘‘most authoritative sources.’’ 

Psychiatry has been accustomed to discuss witches as severe neurotics 

or psychotics, persecuted unjustly for their delusions and hallucinations. 
It has been too ready to neglect the non-psychiatric investigator’s view 
that much witchcraft was the actual survival of pagan religion, as well 
as to neglect the well-documented evidence of the atrocities of some of 
the devil worshippers. Father Summers writes from the ecclesiastical 
viewpoint, though certainly not from that of the modern Roman Catholic 
Church as it is commonly understood. He fully credits demoniacal pos- 
session. He says: ‘‘The annals of Bedlam, of many a private madhouse, 
and many an asylum could tell strange and hideous histories.’’ He evi- 
dently finds it difficult to distinguish between the fact of ritual and the 
delusion of psychotic disorder. His book, however, is a wonderful and 
fascinating text covering a subject which is at the least something of a 
mass aberration. It is documented and scholarly, with the only fault to be 
noted his credulity as to phenomena about which even Father Herbert 
Thurston is convinced ‘‘that in 99 cases out of 100 the allegations rest 
upon nothing better than pure delusion.’’ Whether this is the official view 
is a theological question and none of this reviewer’s business. It does, how- 
ever, indicate the nature of some of the material which Father Summers 
reports in all good faith as factual. 
- This book includes a large bibliography of books, pamphlets and other 
material from numerous sources, and ‘there is a good index. The social 
scientist will find this volume entertaining and—perhaps in a horrid sort 
of way—fascinating as well as informative. 


Brainwashing. By Epwarp Hunter. 310 pages. Cloth. Farrar, Straus 
& Cudahy. New York. 1956. Price $3.75. 

The Communist weapon of ‘‘brainwashing,’’ leading to indoctrination 
and ‘‘confession,’’ is discussed on the basis of the authentic material 
provided by men who succumbed to it and those who defied it. An in- 
teresting book, it is worth reading. 
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Faintley Speaking. By GLApys Mrrcne... 203 pages. Paper. Penguin. 
Baltimore. 1956. Price 65 cents. 

Gladys Mitchell writes unusually perceptive mystery stories. Her Mrs. 
Bradley is a psychiatrist, an archeologist and an agent of the British Home 
Office, which is some sort of achievement in the way of sublimated voyeur- 
ism. Several of Miss Mitchell’s stories, which are much better known in 
England than here, have appeared as Penguin Books, as does Faintley 
Speaking. . 

Faintley Speaking is a sedately moving story with fewer Freudian un- 
dertones and less frenetic action than some others by Miss Mitchell, Come 
Away, Death, for example. The story is psychologically credible and much 
of the background is what we, not the British, would call a public school. 
This reviewer found the picture of English school children unusually in- 
teresting and enlightening. Faintley Speaking can be recommended as a 
story of adult grade in a good setting. 


The Great Captains. By Henry Treece. 302 pages. Cloth. Random 
House. New York. 1956. Price $3.75. 

This is a novel of Britain and of King Arthur as Britain and Arthur 
might have been when Rome fell and the Cymry tried to salvage a civilized 
nation from the ruins. The author has considerable repute as a fictional re- 
creator of ancient Britain. The psychological framework seems sound, in- 
asmuch as it seems plain that both Arthur and Medrawt had motivations 
based on the need to suffer and to fail. Nevertheless, neither they nor their 
times quite come to life. A number of alternative speculations as to the 
state of Britain when the Romans departed seem more plausible. 


The Case of the Demure Defendant. By Erte STANLEY GARDNER. 242 
pages. Cloth. Morrow. New York. 1956. Price $2.75. 


The Case of the Demure Defendant is the 50th Perry Mason mystery. It 
is a typical Perry Mason story, which, for followers of this lawyer-sleuth, 
should be enough. But this particular mystery hangs on the matter of for- 
ensic psychiatry, the admissibility and reliability of a confession under so- 
dium pentothal; and there are other questions of forensic medicine. Gard- 
ner is, of course, an excellent authority on the California law relating to 
this sort of thing. Both psychiatrists and lawyers in other jurisdic- 
tions are likely to find his conclusions interesting and valuable. He seems, 
in addition, to have been very well advised on his psychiatry. His report- 
ing and interpretations seem sound, and Perry Mason’s psychiatrist-witness 
is believable. 
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Education Through Psychology. A Subjectivist-Idealist Format for 
Education. By Hirscn Lazaar SinverMAN, Ph.D. 58 pages. Cloth. 
Exposition. New York. 1954. Price $3.00. 

The author of Education Through Psychology is a clinical psychologist, 
an educational psychologist and an experienced educator himself—he has 
taught psychology and philosophy at the college level. Interestingly, As- 
sistant Commissioner James A. Brussel, M. D., of the New York State De- 
partment of Mental Hygiene, evinces the concern of psychiatry in the prob- 
lem in an introductory note which points out that Silverman has accom- 
plished a most difficult feat in writing a treatise equally suitable for the 
reading of both scientist and layman. Silverman has also compressed a 
wide and varied subject into essay length. He touches the background and 
function of educational psychology, the place and meaning of education, 
knowledge and thinking in the larger scene, motivation, the personality of 
teachers, general and specific methods and theories. The book is less an 
exploration than an outline guide to large areas that the social scientist 
should be interested in exploring himself. The acquisition of knowledge 
as unity and synthesis and the inspiration of the student by other than 
competitive means are among Silverman’s difficult goals; they command 
sympathy and approval, although one may differ with the author on some 
of his practical proposals for reaching them. 


Annual Review of Psychology. Volume 5. Calvin P. Stone and Quinn 
McNemar, editors. 449 pages. Cloth. Annual Reviews, Inc. Stanford, 
Calif. 1954. Price $7.00. 

As the name signifies, this 1954 volume covers a review of the work done 
in psychology during the preceding year (1953). It includes 18 specific 
fields and omits only one chapter, that on special disabilities, that was 
found in Volume 4. A list of topics and authors for the next volume is also 
presented. 

- There is little attempt to discuss in any detail the subjects taken up, but 
the volume is organized as a reference book for current work. The cover- 
age is comprehensive, and there is a good subject and author index. 


You Can Be Healed. By Cuirron E. and Cuinton J. Kew. 186 pages. 
Cloth. Prentice-Hall. New York. 1954. Price $2.95. 

Clifton and Clinton Kew are identical twins, one an Episcopal clergy- 
man, the other a clinical psychologist. They have collaborated to explain the 
group therapy method and its use in religious gatherings. The book, in- 
tended primarily for the layman, gives the histories of several somewhat 
troublesome cases treated by the authors’ methods. 
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Human Problems of a State Mental Hospital. By Ivan BELKNAP, 
Ph.D. xvi and 277 pages. Cloth. Blakiston. New York. 1956. Price 
$5.50. 

It is undeniable that the relationships that exist among the staff mem- 
bers in a mental hospital have an effect on the atmosphere and the ther- 
apeutic usefulness of that hospital, and, it is also undeniable that this 
factor has been insufficiently studied and stressed. However, it seems to 
this reviewer that the author has used a ‘‘staged’’ situation from which 
to prove his points. 

While there often is an unquestionable divergence between the goals of 
the hospital, as expressed by the ward attendants, and those expressed 
by the professional personnel, it is nalve, to take—as Dr. Belknap does 
—a state hospital which is still ‘‘backward’’.in many respects and use it 
as a means of drawing conclusions. His ‘‘Southern State Hospital’’ while 
not a ‘‘Snake Pit,’’ typifies the extreme of pure custodial care. Simply 
viewing his book and stating that many state hospitals are superior to 
‘*Southern State Hospital’’ in this respect or that, is, however, no warrant 
for complacency. Orientation and indoctrination of personnel to the goals 
and methods of the institution, are weaknesses in almost all state hospitals. 
It is to be hoped that studies of this kind—in spite of the criticism of 
this one— will help bring about a further awareness of the problem. 


He Who Rides a Tiger. By Buasani Buarracnarya. 245 pages. Cloth. 
Crown. New York. 1954. Price $3.00. 

In reviewing a novel about Bengal during the famine-and-war-year 
1943, it is difficult to form an opinion on a culture and circumstances 
totally unknown, and with no possibility of checking the facts. Does an 
Indian Brahmin really say to a smith who is a thinker, ‘‘What madness’’? 
Does a magistrate in Criminal Court, before sentencing a hungry man who 
stole some insignificant fruit, really ask, ‘‘Why did you have to live’? 
Is it really so easy to delude people in Calcutta with a bogus priesthood? 
Are the daughters of the poor lured with fake messages into houses of 
prostitution? Not knowing the answers to these questions, the reviewer 
would still say on the basis of character-delineation that the author 
of this book, describing an innocent-guilty religious swindler, produces 
poor stuff. 


Constance. By Hervé Bazin. 216 pages. Cloth. Crown. New York. 1955. 
Price $3.00. 

A cold, intellectualized novel depicts a war-crippled girl who tries to 
live vicariously from the wheel chair by manipulating other people’s lives. 
Why some French critics (the author is French) went overboard over 
Bazin, is puzzling. 
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Parents and Children. A First Book on the Psychology of Child De- 
velopment and Training. By C. W. Vatentine. XI and 212 pages. 
Cloth. Philosophical Library. New York. 1955. Price $3.75. 

Dr. Valentine, establishes early in his volume the thesis that his book 
is intended primarily for parents, explaining that he recognizes the anxiety 
on the part of parents to understand their children better. In rather brief 
compass, he expounds simply and clearly the most fundamental of the 
points of psychology which have a direct bearing on child development 
and training. In his illustrations he applies them to the everyday prob- 
lems of family life. Among his themes, are: the nature of psychology, the 
basic motives of people, social training and habits, unconscious influences 
on conduct and on mental health, repression. and inferiority feelings, 
general intelligence and special abilities, and problems of school and 
the home. 

Parents and Children not only deals with child rearing and training, 
but it covers school difficulties, and the entire area of adolescence. Suit- 
able attention by parents to this book may help them to understand their 
own attitudes better. It is a helpful, intelligent, highly readable, and 
rather significant reference book. 


A Dram of Poison. By CuHarLorre ArMsTRONG. 253 pages. Cloth. 
Coward-McCann. New York. 1956. Price $3.00. 

A Dram of Poison is a typical Charlotte Armstrong thriller, which means 
it is in the first rank, and it is on a subject which ought to interest and 
concern the psychiatrist and psychoanalyst. This is the half-understand- 
ing and abuse by a layman of psychoanalytic theory. As such, it is 9 very 
neat demonstration of the dangers which can follow what has been called 
parlor psychiatry. The plot of this exciting yarn is not implausible and 
the characters are not without psychological validity, but this is a matter 
of less import than the subject itself. It is such a vivid portrayal of 
possibilities that its wide reading should be encouraged in the name of 
mental hygiene. 


The Desire and Pursuit of the Whole. By Freperick Ro.re, Baron 
Corvo. xvi and 299 pages. Cloth. New Directions. 1953. Price $4.00. 
Some novels tell more about their author’s ability to identify than about 
their subject, and The Desire and Pursuit of the Whole falls into this 
category. No introduction or explanation is needed for the reader to see 
that this one could have been written by a paranoid homosexual. The one 
thing that saves this book from obscurity, however, is that the paranoid 
homosexual viewpoint is presented by an excellent writer. 














BOOK REVIEWS 153 


Scylla. By Ma.pen Granoe BisHop. 127 pages. Paper. Ace Books. 
New York. 1954. Price 35 cents. 

An unpretentious and deftly-paced short novel is written in a direct, bar- 
ren style reminiscent of the early James M. Cain. 

Scylla Zubitch hates the men she has known—from her father who killed 
her mother to the farmer who took her in and married her. Giving him 
only counterfeit physical response, she reduces him to abjectness; and, need- 
ing him no longer, plots his doom. The denouement is convincingly written 
and credible. 

Included with Scylla in this Ace Double-Novel book is a reprint of a 
seven-year-old novel by William Irish, Waltz Into Darkness. 


The Deaf and Their Problems. By KENNETH W. Hopason. 364 pages. 
Cloth. Philosophical Library. New York. 1954. Price $6.00. 

This is an assay of the problems of deafness and their history. Some 200 
pages of text are devoted to historical work from ancient and medieval 
times to the ‘‘renaissance of speech for the deaf in the late nineteenth cen- 
tury,’’ The present-day situation is then surveyed in comparatively small 
space but with fine coverage. The book is interesting and should be help- 
ful for anyone directly concerned with the deaf, including deaf persons 
themselves. 


American Folk Tales and Songs. Compiled by RicHarp Cuase. 239 
pages and title index. Paper. New American Library. New York. 1956. 
Price 50 cents. 

This is an original publication, in paper back, of a very creditable piece 
of sociological research by a worker of recognized competence. The stories 
cover the well-known themes from British, Irish and continental folklore. 
There are some surprising inclusions—one tale which Chaucer immortalized, 
handed down through the centuries 'to modern Americans, another found 
in Boccaccio. About half the book is devoted to ballads and other folk 
music. This volume belongs in the library of anyone at all who is interested 
in folklore, and its price will not tax the resources of the student. 


Guignol’s Band. By Lovuis-FerpInAND CELINE. 287 pages. Cloth. New 
Directions. New York. 1954. Price $5.00. 

Celine’s art is in the depiction of emotion—in Guignol’s Band that of 
fear. The scene is London and France in the First World War. The book 
is a fine example of the creation of a tense and fear-filled literary atmos- 
phere. 
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The World of Mathematics. James R. NEWMAN, editor. 2553 pages in- 
cluding index. Cloth. Simon and Schuster. New York. 1956. Price 
$20.00 (four volumes). 


The World of Mathematics is an exciting, readable and most informative 
anthology from the Rhind papyrus to Bertrand Russell, together with brief 
and sometimes brilliant sketches and commentaries by the editor. These 
four volumes will not teach anybody either elementary or advanced math- 
ematics. They constitute a splendid reference work but one which is rather 
to personalities and concepts than to material that an everyday scientist 
might require if he needed to fill memory gaps in his college mathematics. 
The user can obtain here, from the writings of the mathematicians them- 
selves, not only an outline of mathematical thinking, but a general picture 
of the great thinkers of the world from the days of ancient Greece to our 
own times. 

What may seem at first sight to be a surprising amount of space is de- 
voted to material of direct and indirect interest to psychiatry. There is 
what amounts to a good-sized text on mathematics and social science—so- 
ciology, medicine, comparative psychology—and statistics. Some of the 
articles concern such matters as the ability of birds to count, the laws of 
chance, probability theory and the theory of automation. There are papers 
on mathematics in music and mathematics in anthropology. 

Of interest to all medical scientists, is Erwin Schrédinger’s ‘‘ Heredity 
and the Quantum Theory.’’ Schrédinger points out an extremely suggestive 
analogy between quantum jumps and mutations. (Schrodinger, incidentally, 
no longer believes that there are quantum ‘‘jumps’’ but his general re- 
marks and concepts do not appear invalidated.) This is a paper which any 
scientific worker concerned with heredity should read with both pleasure 
and profit. There are a great many biographical notes of interest, ranging 
from comment on the prodigious Indian mathematican, Srinivasa Ram- 
anujan, and that strange medical man, Girolamo Cardano, to the Reverend 
Charles Lutwidge Dodgson who taught his nephews symbolic logic, wrote 
of Alice in Wonderland and is said to have photographed little girls nude 
in his chambers. Such other matters of psychiatric or psychological in- 
terest as notes on cybernetics, and examples of De Morgan’s famous para- 
doxes are also to be found in The World of Mathematics. 

The four volumes of this set are beautifully printed and bound. The 
index comprises 65 pages in double column, small type and is exhaustive. 
For instance, the entries for Bertrand Russell cover more than a quarter 
of a page. This work comes boxed and as a present should delight. almost 
any scientific worker; it should add vastly to the perspective of any 
reader; and the psychiatrist and psychologist will find in it much of par- 
ticular application to their own disciplines. 














BOOK REVIEWS 155 


The World of Mathematics should be welcome in any scientist’s private 
library and should be very useful for background reading and consulta- 
tion in scientific libraries in general and in general libraries. It is the 
best general survey of a science this reviewer has seen. 


Laughter In Bed. By Eppi Davis. 170 pages. Cloth. Fell. New York. 
1956. Price $2.95. 

Books to divert and entertain the bed patient are fast becoming a rec- 
ognized form of literature like the detective story or the anthology of 
poetry. This is one of the best the present reviewer has seen. It includes 
slapstick essays, cartoons, humorous definitions of medical terms, quizzes 
on which the patient may work (with solutions in the back of the book) 
and a selection of better-than-average jokes. This would be a good item 
to stock in the gift booth of almost any general hospital. It should, be 
added that if it contains, by inadvertence, anything calculated to depress 
or discourage the patient, this reviewer has missed it. 


Obscenity and the Law. By Norman Sr. Joun-Srevas. 289 pages in- 
eluding index and nine appendices. Cloth. Macmillan. New York. 1956. 
Price $5.00. 

Obscenity and mental disorder and obscenity in relation to psychology 
in general are matters of professional interest to the psychiatrist and psy- 
chologist. Mr. St. John-Stevas writes on the legal aspect of this same 
obscenity problem. His work is concerned primarily with English law 
but it covers American and other experience adequately. The author 
points out the general motivations in society for the changing concept 
of obscenity over the years and for consequent changes in the law. The 
broad question of freedom of speech is, of course, involved in the prob- 
lem. Mr. St. John-Stevas’ work is a careful review of his subject. He 
gives adequate references for further study, and the volume should be 
useful and interesting to all social scientists. 


Logic and Language. By Brernarp F. Huppé, Ph.D. and Jack Kamin- 
sky, Ph.D. 216 pages and index. Cloth. Knopf. New York. 1956. Price 
$2.50. 

Logic and Language should interest anybody who deals with human 
communication. It is a very concise discussion of the process of clear think- 
ing and its difficulties and of the medium in which we necessarily think. 
The exercises and illustrative material are excellent. The approach is 
modern; although Korzybski is regrettably omitted, some of Benjamin 
Lee Whorf’s work is cited. This volume is an adequate text, a useful 
handbook and a convenient reference. Drs. Huppé and Kaminsky have 
been college teachers of English and of philosophy, and their work reflects 
a sound teaching viewpoint. 
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Men and Gardens. By Nan Farrproruer. 271 pages including bibliog- 
raphy. Cloth. Knopf. New York. 1956. Price $5.00. 

The amateur will not learn how to grow flowers from this book, although 
there are numerous interesting notes on garden layout and general land- 
seaping which can be studied in the way of entertainment or used in 
therapeutic projects. What Miss Fairbrother has done is to compile a 
series of historical notes showing the interrelationships of European gar- 
dens (particularly English) to the social and psychological backgrounds 
of the gardeners. 

For uncounted years gardening has been used, like music, as a sort 
of empiric therapy; but few of us stop to ponder on just how closely 
gardening may reflect an emotional tone or a mood. This book mirrors 
gardens in just that fashion. There are, for example, some exceedingly 
interesting notes on the design of gardens ‘‘ ‘to be melancholy in,’ ’’ to 
quote Walpole. ‘‘Tombs were a choice ornament in fashionable gardens,’’ 
says Miss Fairbrother; and she discusses the technique of creating gloomy 
garden scenes. 

Her charming book should not only delight any amateur gardener, but 
should: provoke a certain amount of thought about gardening psychology. 


Best Cartoons of the Year 1956. Lawrence Lariar, editor. Unpaged. 
Cloth. Crown. New York. 1956. Price $2.95. 

This 1956 annual is up to previous standards of fun and games, and 
rates, for the most part, in the ‘‘good, clean’’ class as well. The female 
form, from Marilyn Monroe to mermaid, is the major topic, with poor, 
old Dad (or poor, old sap) and the demon child running close seconds. 
Psychology and psychiatry, as well as general medicine, are the butts for 
some better-than-average fun making. The parakeet who ate the vitamin 
pills is priceless, and psychiatry is honored—among other efforts—by illus- 
trations of the ancient pastime of cutting out paper dolls. 

This is a good view, as always, of America laughing at itself; and it 
is the sort of collection to find its way to many a doctor’s reception room. 


Nature and Nurture. A Modern Synthesis. By Jonn L. Fuuier. 40 
pages. Paper. (Doubleday Papers in Psychology) Doubleday. Garden 
City, N. Y. 1954. Price 85 cents, 

‘*Heredity is the capacity to utilize an environment in a particular way.’’ 
There is then no nature-nurture dichotomy, for every process and every 
structure in a living organism results from ‘the interaction of genes and 
environment. This monograph is concerned with the expansion and illum- 
ination of this basic premise. It is a well-written clarification of an old 
problem. 
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Progress in Clinical Psychology. Volume II. Dani. Brower and 
LAWRENCE Epwin Ast, editors. 364 pages including index. Cloth. 
Grune & Stratton. New York. 1956. Price $7.75. 

Volume I of this series was published in 1952 and this is the first of 
the following volumes promised then. The purpose is to present topics 
of importance, not included in Volume I, which can be examined fully, and 
to present areas previously included but now more systematically handled 
because of previous brief coverage. New areas in Volume II include music 
therapy, bibliotherapy, hypnosis, and research on dreams. 

Volume II has less emphasis than Volume I on reports of individual 
tests (only three chapters are devoted to tests, where Volume I contained 
seven) and a greater emphasis on psychotherapeutic and counseling pro- 
cesses. Also, a greater emphasis on validation.of clinical psychology tech- 
nique is noted, as seen from Zimmer’s chapter on ‘‘ Validity of Sentence 
Completion Tests and Human Figure Drawings’’ and Mensh’s chapter on 
‘*Research in Counseling and Psychotherapeutic Processes.’’ Chapters 
such as these would seem to be a healthy trend, as pointing to the need 
for greater rigor and more emphasis on validity in these areas. 

Volume I of this series was a competent and valuable reference work 
on current progress and research. Volume II continues in ‘this tradition 
and reflects the need of practitioner and research worker alike for keep- 
ing abreast of the rapidly growing field of clinical psychology. 


The Social Self. By Pau. E. Prurrze. 392 pages. Cloth. Bookman As- 
sociates. New York. 1954. Price $4.00. 

Professor Pfuetze has written a concise and clear account of the major 
contributions of George Hubert Mead and Martin Buber. In particular, 
he has attempted ‘‘to state and explore the concept of the ‘social self’ from 
a philosophical and religious point of view’’ as illustrated, respectively 
by these two distinguished men. After stating the principal concepts and 
beliefs of each writer, the author proceeds to a careful analysis and com- 
parison of their views, indicating the prominent similarities and differ- 
ences of their metaphysics and social philosophies. Of interest to psychol- 
ogists and psychiatrists, will be the excellent exposition and analysis of 
Mead’s philosophy, which in its time was a strikingly insightful and 
sophisticated construction, and which still has much to recommend it for 
serious study today. 


The Threshold. By D. Ruruerrorp. 313 pages. Cloth. Little, Brown. 
Boston. 1956. Price $3.75. 
The author attempts something beyond her intuitive and factual know- 
ledge: to reconstruct the thoughts and feelings of a girl of four to five. 
The resulting novel is a failure. 
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Their Mothers’ Daughters. By Epwarp A. Strecker, M.D. and VINCENT 
T. Latusury, M.D. 256 pages. Cloth. Lippincott. Philadelphia. 1956 
Price $3.75. 

Dr. Strecker follows up his sensationally successful Their Mothers’ 
Sons with a similar discussion in behalf of the other sex, Their Mothers’ 
Daughters. In Their Mothers’ Sons the author did a devastating: piece of 
work on the great American ‘‘mom’’ who never severs the emotional um- 
bilical cord. In Their Mothers’ Daughters Strecker and his co-author dis- 
euss both good and bad mothers from the daughters’ point of view—with 
an aside for daughters’ fathers. 


This book has been and will be criticized as superficial. It is, however, 
for general reading and it is intended as mental hygiene. This reviewer 
thinks that on that level Their Mothers’ Daughters serves excellently and 
will attain its purpose. No emotionally warped woman will be straightened 
out and made emotionally normal by reading this book. Neither will it 
eure deep-seated neuroses. But it will help in instances where conscious 
effort can help at all, and it should aid in prevention. It rates as good 
mental hygiene for general reading and is to be recommended as such. 


Rebel Without A Cause. By Rosert M. Linpner. 296 pages including 
index. Paper. Grove Press. New York. 1956. Price $1.45. 

This re-issue of the late Robert M. Lindner’s hypnoanalysis of a psycho- 
path is at a price which should make it available to the intern or the 
student. This reviewer would note that while the worth of hypnoanalysis 
is disputed by some therapists this is a detailed and useful account of a 
most difficult case and its apparently successful treatment. The. student 
with some understanding of psychodynamies can profit from reading this 
report. The interpretation is on generally Freudian lines. The more 
advanced psychotherapist will find much material of value in relation to 
technique. This can be noted without prejudice to the general value of 
hypnoanalysis as an investigative method or a therapy. 


Betty Lee. By Cuar.otte D. Tucker. 168 pages. Cloth. Macmillan. New 
York. 1954. Price $3.00. 

Betty Lee is a mother’s account of 33 years of coping with the prob- 
lems of a handicapped child. Betty Lee’s case history is one of mental 
retardation. A cerebral hemorrhage at birth resulted in ‘‘no speech, im- 
potence in most verbal and motor tasks, gross incoordination in arms and 
hands.’’ The mother’s account is, of necessity, emotional; her courage in 
the face of her own distress, as well as in meeting practical difficulties, 
is worth reading about as a measure of mental hygiene. 
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Delinquent Boys. The Culture of the Gang. By ALperr K. Conen. 202 
pages. Cloth. Free Press. Glencoe, Ill. 1955. Price $3.50. 

Cohen deals with sociological and psychological problems related to de- 
linquency generally, and with a way of life that has somehow become 
traditional among certain groups in American society—especially when he 
deals with the ‘‘delinquent subculture.’’ He recognizes that social control 
of juvenile delinquency is a major practical problem of every sizable 
American community. 

Cohen attempts to formulate and solve certain crucial problems. He 
outlines a general theory of subcultures, and discusses pressures toward 
conformity, growing up in a class system, social class, sex differences, and 
the future of research in the area, as well as delinquency control. The 
notes and indices add considerably to the usefulness of this reference book. 


Moments of Eternity. By Hirscu Lazar Si.verMAN. 49 pages, mimeo- 
graphed. Paper. Century House. New York. 1956. Price $1.00. 

Dr. Silverman is a consulting psychologist, teacher and writer, whose 
scientific work has been published in this, as well as other, professional 
journals. This very slim book of verse is devoted to the spirit, the needs, the 
capacities of man, his symbols and myths, his folly and his prejudices— 
the stuff from which poetry has been made since poetry began. There are 
a good many~neatly turned phrases here: 

‘*Ours is an age 
In which is mixed 
Ludicrous refinement 
With gross brutality.’’ 
’ And: 
‘But men have obsessions 
That come with knowing 
Too much, without it 
Actually being a part 
Of their intelligence 
Or reasoning power... 
Men worship so-called facts 
And deify synthesis: 
But only eternity is 
The negation of time.’’ 

The concepts and insights here are those of poetry rather than psycho- 
logy ; but Dr. Silverman’s colleagues should find his verses both stimulat- 
ing and readable. For readers wholly unacquainted with the author, 
however, a dollar for 49 mimeographed pages seems at least slightly over- 
priced. 
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Master Surgeon. By FerrpinaNp SAvERBRUOH. Translated by Fernand 
G. Renier and Anne Cliff. 277 pages, including eight photographs and 
two appendices: 1—a radio talk on cancer, 2—F rau Ludendorff’s letter 
to the German publisher. Cloth. Crowell. New York. 1954. Price $3.50. 

Sauerbruch’s autobiography is an extraordinary book indeed. There is 
probably no other physician’s autobiography in history of a man respected 
highly by his contemporaries, which is so full of falsity, self-glorification, 
conceit and misinformation. One could safely call it the story of a great 
showman and opportunist. It is interesting and exemplary to read in the 
appendix the letter of Dr. Mathilde Ludendorff, in which she had to state 
outright that certain statements of Sauerbruch referring to his relations 
to her late husband, General Ludendorff, were untrue and that other 
matters were misquoted. Sauerbruch’s own story is more embarrassing 
than amusing, and his weathervane-like attitude toward monarchy and re- 
public, Nazism and Communism, the collecting of decorations and titles, 
uniforms and positions, leaves the reader doubting seriously that this 
man is a good or true exponent of Germany’s great academic teachers or 
clinicians. 

Comparing this autobiography with older ones of really great German 
physicians like Kussmaul, von Leyden, Ernst von Bergmann or Naunyn, 
one can only say that Sauerbruch’s story has neither human value nor 
is of any use for historical reference. It may possibly be a good and 
characteristic example of the confused state in which a certain group of 
the German academic upper class deluded itself during the catastrophic 
tide of events after the First World War. One wonders if the publication 
of this self-styled master does credit to the medical profession, in particular 
to German medical history. At its best it is a scattered contribution to con- 
temporary gossip in European medical life. 


The Innocent and Willing. By Morton Cooper. 188 pages. Paper. 
Gold Medal. New York. 1956. Price 35 cents. 


Morton Cooper seems to have set out to preach a little sermon about a 
murderer’s daughter who was redeemed from crime and promiscuity by 
the discovery that there were good men somewhere in the world; ‘‘She 
would find one.’’ Or perhaps it is the other way about and the moral 
serves only the purpose of a respectable facade for a shaky and uncon- 
vincing structure of crime, sex and sordidness. A sound psychological 
framework might have justified this rather revolting book, but there is no 
indication that the author knows what any kind of psychological frame- 
work is. 
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Psychodynamic Nursing. By Marrua Brown, R. N., B. S., M. A. and 
Grace Fow ter, R. N., B. S., M. A. xiv and 257 pages. Cloth. Saunders. 
Philadelphia. 1954. Price $3.50. 


Principles and Techniques of Psychiatric Nursing. By M. E. Incram, 
R. N., xiv and 529 pages. Cloth. Saunders. Philadelphia. 1955. Price 
$4.75. 


Psychiatry for Nurses. By Louis Karnosn, M. D. and Dororny MErr- 
nEss, R. N., M. of Litt. 516 pages. Cloth. Mosby. St. Louis. 1953. Price 
$4.50. 

Choosing a textbook is always a vexing problem, and any comparative 
judgment is bound to be very subjective and possibly biased. These three 
texts are all well written and valuable books, yet the differences are real 
enough to force the educator into a close examination of his own purposes 
in having a text. Brown and Fowler, as its title implies, is concerned solely 
with dynamic, rather than descriptive, psychiatry. While the current trend 
is, and rightly so, toward this type of teaching, it still must be realized 
that a text, besides its original teaching function, often serves as a refer- 
ence work for the person who studied from it. The comparative uselessness 
in this respect of Brown and Fowler would cause this reviewer to relegate 
it to an ‘‘outside reading’’ role, for which it is admirably suited. 

Between Karnosh and Mereness, and Ingram, the choice is muchi less 
clearly defined. Karnosh and Mereness is the less inclusive of the two, but 
has a better format and is the easier book from which to make assignments. 
Ingram forces the instructor to know the text thoroughly in order to make 
assignments that will cover the subject desired, without including material 
that is inconvenient at the time. A suggestion this reviewer makes, admit- 
ting the choice is close, is to use Ingram as the basic text for a course 
in psychiatric nursing, but to use Karnosh and Mereness as a ward refer- 
ence book, and for ward teaching situations. The greater scope and pos- 
sibilities of Ingram seem, to this reviewer, to outweigh its disadvantages. 


Automation. Friend or Foe? By R. H. Macmmuan. 100 pages including 
index. Cloth. Cambridge University Press. New York. 1956. Price 
$1.95. 

As an engineer, Professor Macmillan thinks the answer to friend or foe 
is ‘‘friend.’’ He thinks the fears of some psychologists and some economists 
about the effects of automation are based on miscalculations; and he thinks 
automation is inevitable anyway. This very short discussion covers the 
main points with which students of society and of the mind have been 
concerned ; and it is hereby recommended to any who wish for a brief, over- 
all sketch of the developments in automation which are causing so much 
apprehensive thinking among social scientists. 
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Present-Day Psychology. A. A. Rosack, editor. 995 pages. Cloth. Philo- 
sophical Library. New York. 1955. Price $12.00. 

The dust cover heralds this work as a ‘‘definitive volume... embracing 
practically the whole range of psychology from the neurological basis to the 
military branch and parapsychology’’ which is the ‘‘most comprehensive 
survey [of psychology] in English thus far.’’ Unfortunately, it is diffi- 
cult to determine who might benefit from reading it. The volume contains 
‘*40 original contributions . . . each written by an expert in his field.’’ 
Yet each contribution appears to have been so emasculated during the 
editing phase that the professional reader will find little important new 
information. And when that little is found, it is so summarily presented 
as to necessitate a search of the technical literature to evaluate and under- 
stand the original material. On the other hand, the student, with relatively 
little psychological background, will probably be endlessly puzziled, or 
worse, deluded by the greatly simplified treatment of quite specialized 
topics. Far too often, a topic, which to be meaningful entails at least several 
pages of explanation, may receive but a paragraph or two of exposition. 

One of the more useful articles, that of Magda Arnold on theories of 
emotion, is well written and contains a surprising amount of information 
— it is also the longest in the book (49 pages). Most of the other articles 
are so brief as to be of little service in communicating adequate informa- 
tion. 

There is a major omission, the whole area of behavioral or learning 
theory which for the last 10 years has filled more space in the experimental 
journals than any other topic. Neglect of this area is not surprising, for 
Dr. Roback is ardently and categorically opposed to the rapid growth of 
learning theory during the last 20 years. He denounces it frequently with 
numerous pejorative catch-names of the 1920’s—‘‘narrow physicalistic 
framework,’’ ‘‘reflexology,’’ ‘‘mechanical,’’ ‘‘anti-mentalistic.’’ In fact, 
half of the first 20 introductory notes contain some reference to the 
inadequacy of behavioral theory to deal with the material to be discussed 
in the following chapters. While bias is difficult to avoid in the current 
state of psychology, it would appear that the editor’s prejudice has so 
deliberately and obviously determined the selection of topics, that a dis- 
torted picture remains. 


The Bird’s Nest. By Suir_tey JAcKSON. 276 pages. Cloth. Farrar, Straus 
and Young. New York. 1954. Price $3.50. 

Elizabeth Richmond of the Owenstown Museum, has four personalities. 
This subject was overdone in fiction years ago in the days of Morton 
Prince. The theme is calculated to mislead and misinform the general 
reader; and the psychiatrist can always consult case reports. 
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Man and Materialism. By Frep Hovis. 161 pages. Cloth. Harper. 
New York. 1956. Price $2.75. 

Fred Hoyle defines his materialism as a belief that man is part of the 
universe and subject to natural law. His view of man and where he is 
going hould be of wide interestto social scientists, as the eexpression of 
a bold and orignal thinker in the strictly natural science of astronomy. 
Mr. Hoyle, discussing man’s past, does a certain amount of violence in the 
way of oversimplification to history and archeology and shows some lack 
of appreciation of the psychological dynamics of man today. He sees man’s 
future, however, as primarily a social and psychological problem. 

Supposing food to be available (from algae perhaps), Hoyle estimates 
that if present population trends are unchecked, there will be standing 
room only on the surface of the earth in only 1,100 years from now. In 
another 4,000, the possibilities of skyscrapers and subterranean burrowing 
would be exhausted and man would be forced to spread outward from the 
planet. But, says, Hoyle, after 6,000 more years (about A.D. 12,000) the 
total mass of humanity would be greater than the total mass of the 
presently-known universe—our own galaxy, all visible stars and all other 
visible galaxies. 

To return to sereious considerations, Hoyle feels that population must 
be limited voluntarily, or by wars and famines. Man and Materialism is 
not, however, a pessimistic book. Hbyle feels that the continuity of the 
human species must be viewed with a sense of proportion, by continuing 
to search out the ways of the universe and man’s relation to it. He thinks 
there is some indication that people are moving already in ‘this direction. 
‘*There is a looking outward from the Earth, a desire of Man to feel that 
he has a part in the great play of the Universe.’’ 


Preface to Empathy. By Davi A. Stewart. 155 pages. Cloth. Philo- 
sophical Library. New York. 1956. Price $3.75. 


Mr. Stewart has attempted to deal with a rather complex behavioral 
phenomenon which is usually called ‘‘empathy,’’ but, in the reviewer’s 
opinion, with little success. Rather than clarifying and delineating ‘‘em- 
pathy,’’ he seems to have managed to obscure the problem even more. The 
reasons appear to be: the implicit rejection of empathy as a legitimate 
object of behavioral science ; a confusion between the scientific study of be- 
havior and the study of the behavior of the scientist; and a reliance upon 
an ill-advised fusion of ‘‘personalism,’’ moral philosophy, and aestheticism. 
Perhaps basic to this, is a fundamental misunderstanding of the philosophy 
of science as relevant to psychology. 
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Best Cartoons from Abroad 1956. Lawrence Lark and Ben Rots, 
editors. Unpaged..Cloth. Crown. New York. 1956. Price $2.95. 

Lariar and Roth’s annual selections of the best cartoons from abroad 
are not only first class entertainment but are mirrors affording at least 
glimpses of a civilization’s emotional tones. As seemed evident in the selec- 
tions for 1955, the best American cartoons and those of northern Europe 
—from France through Britain to Seandinavia—draw from many sources 
in common. The humor in these is for the most part sophisticated ; most of 
it is on a genital or adult level, and the themes range from the psycho- 
analytic to juvenile delinquency. 

If the Lariar and Roth selections are representative, there is more pre- 
occupation with frustration, or even castration, themes from the Alps 
southward and from Germany to the east. Japan and the Philippines show 
rather curious American influences, mostly in the sophistication of theme 
and presentation. There are fewer medical cartoons than we are accustomed 
to. There is one on surgery (castration-theme) from Mexico, one of hard- 
ware eating from India and a presumably psychiatric cartoon from Italy. 
There is much amusing and some stimulating material in the book as a 
whole. Its suitability for a doctor’s waiting room might be questioned, 
but the dynamic psychologist himself, particularly the psychologist versed 
in symbolism, should have a good deal of personal fun with it. 


Utopia 1976. By Morris L. Ernst. 305 pages. Cloth. Rinehart. New 
York. 1955. Price $3.50. 

Morris Ernst, who is a widely known writer and commentator, has con- 
trived an innocuous and most optimistic book dealing with the world as 
it may be in 1976. Supposing all goes well, Ernst thinks 1976 can see 
something of a Utopia; the UN will have gone through a successful trial 
period of fending off war and the trend toward world government will be 
well under way. He thinks population will be controlled, and believes that 
new tools and new power sources will contribute to new leisure which will 
be put to good use. 

Psychiatrists will be interested in his short but strong tribute to Freud 
and in his belief that man’s constructive and creative activities will reach 
the point, by 1976, where prevention has overtaken the increase in mental 
disorder. He says: ‘‘Our asylum population will start to decline by 1976, 
as man builds fewer dreams beyond his reach, and above all, lives his life 
so as to satisfy his own unique creative ego desires.’’ It is appropriate to 
express the devout hope that he is a true prophet—but the author himself 
cautions that ‘‘I write the story as I see it and as it will be—if enough 
men and women so want it.’’ This book is to be recommended with moderate 
enthusiasm for reasonably light reading by persons overexposed to George 
Orwell and other prophets of unrelieved pessimism. 
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Kabongo. By Ricuarp Sr. Barse BAKER. 126 pages. Cloth. Barnes. New 
York. 1955. Price $3.00. 

This is the life story of a Kikuyu elder, told for him with great sim- 
plicity and very possibly with great art, by Muthungu Wa Miti (Richard 
St. Barbe Baker). Kabongo, chief of the once happy and now greatly 
distressed Kikuyu, remembers the sweet milk of his mother’s breasts nearly 
80 years ago. He tells simply of his childhood in the forests of Kenya, 
his youth and initiation, his marriages, his progress through maturity to 
the status of elder in his advanced age. Kenya was a prosperous country 
and the Kikuyu were happy people before the ‘‘pink cheeks’’ (the 
Muthungu) came. Kabongo’s account is one of the most moving and most 
pitiful pleas for human brotherhood and human understanding this re- 
viewer has seen. Coming from the land which the Mau Mau have printed 
in blood, it is a loud, clear call for the white man’s sympathy and under- 
standing for black Africa. 


Mental Hygiene in Public Health. By Pau. V. Lemxav, M.D. xi and 
486 pages. Cloth. Blakiston. New York. 1955. Price $8.00. 

The intricacies of specialization have nowhere permeated more deeply 
than into psychiatry. Just as medicine needs its general practitioners, psy- 
chiatry needs its mental hygienists. Their role, far from being ‘‘shallow,’’ 
is vital in both prophylaxis and detection. 

While this book is specifically oriented to workers in the field of public 
health, its usefulness is by no means limited; and it can be wholeheartedly 
recommended for social workers, nurses, guidance counselors and general 
medical practitioners. The large section on the development of the in- 
dividual is particularly noteworthy, being simple enough to be understood 
and enjoyed by non-physician readers yet sufficiently detailed to be of 
value. 


The Desperate Hours. By JoserH Haves. 302 pages. Cloth. Random 
House. New York. 1954. Price $3.50. 

Mr. Hayes, a well-known writer for television and the slicks, wandered 
out of his depth into the psychological novel with this journalistic story 
of the escape of three criminals who turn a Midwest suburban home into 
a hideway. Because Hayes is a competent craftsman, the writing rarely 
lags, but also it rarely grips the reader. There are few insights or shad- 
ings in the story—conceivably culled piecemeal from newspaper accounts 
—or in the characters who populate his stage, bearing no psychological 
make-ups intrinsically their own. One never feels an identity with any 
of his figures, and what happens to them—pretty clear from the outset 
and never suspenseful—doesn’t really matter. 
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Extrasensory Perception. CIBA Foundation Symposium. 240 pages 
including index. Cloth. Little, Brown. Boston. 1956. Price $6.00. 

This small volume is a report of an imternational conference conducted 
in London under the auspices of the CIBA Foundation, which provides 
accommodation in London for scientific workers from abroad, and sponsors 
their sessions. The devotion of one of these conferences to extrasensory 
phenomena is, as one of its participants remarked, a notable example of 
courage. The resulting book is what ought to be a most useful document. 
England, Spain, Holland, France and the United States were represented 
by the participants in the symposium. 

This volume presents no new points of view but it is to be strongly 
recommended as indicative of the high grade of scientific work and sound 
scientific thought which are being devoted to this field. It is good reading 
for anybody interested in extrasensory perception and may be safely 
recommended to skeptics who suppose, without too much information, 
that the study of paranormal phenomena is a pseudo-science engaged in 
principally by pseudo-scientists. 


The Unknown—Is It Nearer? By Eric J. Drnewa., Ph.D. and 
JouHn Lanaepon-Davies. 160 pages including index. Paper. New Am- 
erican Library. New York. 1956. Price 35 cents. 

Dr. Dingwall is an investigator for the American Society for Psychical 
Research, and Mr. Langdon-Davies is widely known as a science writer. 
Their small book is presented in a format which looks like something 
dreamed up by the school of super-galactic fiction. It is, however a soberly 
written and conservative account for general reading of extrasensory 
phenomena. The authors, after surveying ‘the field, find unshakerl though 
not necessarily unshakable evidence for ESP, psychokinesis and medium- 
ship. They do not conelude that mediumship necessarily confirms spiritism. 
This is a good and seemingly sound report, and the student will make 
no mistake if he disregards the lurid cover and invests 35 cents in it. 


Problems of Adolescents. By H. Epe.ston, M. D., D. P. M. ix and 174 
pages. Cloth. Philosophical Library. New York. 1956. Price $4.75. 

The author, a British psychiatrist, here discusses an experiment— 
carried on over the past 15 years—in sex education with youth groups. 
This reviewer has misgivings concerning the valve of this book, which is 
on a non-technical level, for an American audience. At the same time, it 
is almost impossible to find any two workers in the field who agree com- 
pletely in this country, and Edelston does try to strike a balance between 
the culture as we know it and ‘‘Puritan’’ ideals. 
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ISAAC N. WOLFSON, M. D. 


Isaac N. Wolfson, M. D., director for six and a half years of Newark 
‘State School, Newark, N. Y., was promoted to senior director, to become 
head of Letchworth Village, Thiells, N. Y., on September 1, 1956. Dr. 
Wolfson was named to his new post by Commissioner of Mental Hygiene 
Paul H. Hoch, M. D., to succeed Harry C. Storrs, M. D., who retired as 
senior director of Letchworth on June 30. 

Dr. Wolfson has been with the New York state hospital service for 25 
years, entering in 1931 at Hudson River State Hospital after seven years 
of general medical practice in Syracuse. He was graduated from the 
Syracuse University College of Medicine in 1922 and had two years of 
general hospital work before setting up practice. He was in charge of out- 
patient, community and child guidance clinics at Hudson River when he 
became assistant director of Manhattan State Hospital in 1943. He was 
assistant director (administrative) at Manhattan when he was named di- 
rector of Newark by Commissioner Frederick MacCurdy, M. D., in January 
1950. 

Mrs. Wolfson is the former Ethel Shapero of Syracuse. She was a 
social worker, and both she and her husband have been active in com- 
munity projects, ranging from the Jewish Community Center of Pough- 
keepsie during Dr. Wolfson’s service at Hudson River to welfare depart- 
ment and American Red Cross work. 

Dr. Wolfson taught at Columbia and at New York Medical College while 
at Manhattan, and at the University of Rochester School of Medicine 
and Dentistry while he was at Newark. He is a fellow of the American Psy- 
chiatric Association and a diplomate in psychiatry of the American Board 
of Psychiatry and Neurology. At Newark, he was active in Rotary Club, 
Community Chest and mental health society work. Dr. Wolfson is the 
author of a number of papers on psychiatric problems and on mental re- 
tardation. 

The Wolfsons have one daughter; she is a recent graduate of Syracuse 
University. 








FRANK R. HENNE, M. D. 


Frank R. Henne, M. D., assistant director of Harlem Valley State Hospi- 
tal, Wingdale, N. Y., was appointed director of Newark State School by 
Mental Hygiene Commissioner Paul H. Hoch, M. D., on October 1, 1956. 
Dr. Henne succeeds Isaac N. Wolfson, M. D., who became senior director 
of Letchworth Village on September 1. 

Dr. Henne entered state service as a medical intern at Marcy in 1936 
and has remained with the state hospital system since, except for duty 
with the army during World War II, when he was on the staff of Billings 
General Hospital, Fort Benjamin Harrison, Indiana, and with the 114th 
Staff Hospital in North Africa and Italy. A graduate of the University 
of Toronto medical school, Dr. Henne served a two-year internship at 
Ottawa Civic Hospital and a one-year internship in the private medical 
service at the Johns Hopkins Hospital, Baltimore, before going into gen- 
eral practice in Clayton, N. Y., where he was located from 1929 until he 
joined the Marcy staff. 

Dr. Henne is a diplomate in psychiatry of the American Board of 
Psychiatry and Neurology and is a member of the American Psychiatric 
and other professional associations. He is certified as a qualified mental 
hospital administrator. 

Mrs. Henne is the former Margaret Phillips; and the Hennes have a 
son, Grant A. Henne, living in Poughkeepsie, and a daughter, Mrs. F. D. 
Richart, of Wilton, Conn. Dr. Henne likes bridge, has done some bowling 
from time to time and says that during recent years he has struggled a 
bit with golf. 











FRANK R. HENNE, M.D. 


























NEWS AND COMMENT 


DRS. KAUFMAN AND LEHRMAN JOIN EDITORIAL BOARD 


M. Ralph Kaufman, M. D., and Samuel R. Lehrman, M. D., both New 
York City psychoanalysts and both ‘‘graduates’’ of the New York State 
mental hospital system, have joined the editorial board of THE PsycHiATRIc 
QUARTERLY and THE PsYCHIATRIO QUARTERLY SUPPLEMENT as associate 
editors, at the invitation of the editor, Newton Bigelow, M. D. 

Dr. Kaufman is director of the department of psychiatry at Mt. Sinai 
Hospital and is a consultant to the New York State Department of Mental 
Hygiene. Following his graduation from McGill University Medical School 
in 1925, he served an internship at Manhattan (N. Y.) State Hospital, 
then held a number of private institution and research posts before going 
into private practice. Somewhat more extensive notes on his career were 
published in the July 1956 PsycHiaTric QUARTERLY. 


Dr. Lehrman is widely known as a clinician, teacher and writer; he holds 
a number of attending and consultant staff positions at institutions in the 
New York City area, including Mt. Sinai and Hillside hospitals. In the 
New York State service, he was formerly a member of the staff of Utica 
State Hospital, where he began his psychiatric training, and later of the 
staff of Creedmoor. More extensive biographical notes will appear in the 
October 1956 issue of THe PsycHIaTRIC QUARTERLY. 
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_ DR. STORRS RETIRES AFTER 44 YEARS IN STATE SERVICE 


Harry C. Storrs, M. D., senior director of Letchworth Village, Thiells, 
N. Y., for 19 years, retired on June 30, 1956 after 44 years of state service, 
26 of them as head of an institution for mental defectives. He had been 
superintendent of Wassaic State School for seven years before his appoint- 
ment in 1937 to head Letchworth. 

Born in Hanover, N. H., in 1886, he was graduated from Dartmouth Col- 
lege in 1907 and from Dartmouth Medical College in 1910. He interned for 
a year at Mercy Hitchcock Hospital in Hanover, then joined the staff of 
the Maine State School for the Feeble-Minded. 

Dr. Storrs joined the New York state system at Letchworth Village in 
1912 at the invitation of Dr. Charles S. Little, another Dartmouth graduate 
and a personal friend, who then headed the school. He was promoted 
through the various grades until he reached the position of superintendent 
at Wassaic in 1930. He has been regarded as an outstanding authority in 
the mental deficiency field. 
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PATTON SUCCEEDS MALZBERG AS STATISTICS BUREAU HEAD 


Benjamin Malzberg, Ph.D., director since 1944 of the statistical bureau 
of the New York State Department of Mental Hygiene, retired in Septem- 
ber 1956 to take charge of a five-year study of demographic and related 
aspects of mental disease under a grant from the National Institute of 
Mental Health. He has been succeeded by Robert E. Patton, an associate 
statistician in the bureau since January 1954. 

Dr. Malzberg retired after 33 years is state service, 28 in the Depart- 
ment of Mental Hygiene, to which he came from the Department of Social 
Welfare in 1928. A native of New York City, Dr. Malzberg is a graduate 
of the College of the City of New York, with master’s and doctor’s degrees 
from Columbia. He did graduate work also in Paris and London. Dr. Malz- 
berg was assistant director of the Mental Hygiene Department statistical 
bureau from the time of his transfer to the department until he succeeded 
Dr. Horatio M. Pollock as bureau head. Author or co-author of a number 
of books, he has written numerous scientific articles as well and is ree 
ognized as an outstanding authority on the statistical aspects of mental 
disorder. Dr. Malzberg is a fellow of the American Association for the Ad- 


vancement of Science, and a member of the Biometric Society, the Ameri- 
ean Statistical Association and other professional organizations. 

The study Dr. Malzberg now heads is concerned with distribution and 
trends of mental disease in New York State and their correlation with var- 
ious social factors. 


Mr. Patton, who has taken over Dr. Malzberg’s department work, has 
been in state service since 1949. He had served as acting assistant director 
of the statistical services of the New York State Department of Health be- 
fore his appointment as assistant director in the mental hygiene statistical 
bureau. A graduate of New York State Teachers College, Mr. Patton has 
a master’s degree in statistics and another in public health, both from the 
University of Michigan. He had five years of naval service in World War 
II and was discharged with the rank of lieutenant. He was teaching math- 
ematics at Tufts College before entering New York state service. He is a 
member of the American Statistical Association, the Institute of Math- 
ematical Statistics and the American Public Health Association, and is 
chairman of the statistics section of the New York State Public Health 
Association. 
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ALFRED C. KINSEY, SEX STUDY DIRECTOR, DIES AT 62 


Alfred C. Kinsey, Se. D., zoologist and research scientist who directed 
the famous investigations published as Sexual Behavior in the Human 
Male and Sexual Behavior in the Human Female in 1948 and 1953, died 
as the result of a heart ailment and pneumonia in Bloomington, Ind., 
on August 25, 1956. He had been ill, but not considered critically ill, for 
six months and had had to suspend work on several new research projects 
in the field of sexual behavior. He was 62 years old. 
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MEETINGS AND COURSES SCHEDULED FOR 1956-1957 


The 1957 National Health Forum will be conducted in Cincinnati, Ohio, 
from Wednesday morning, March 20, through Friday morning, March 22, 
with the subject, ‘‘Better Mental Health—Challenge to All Health Serv- 
ices.’’ The topic was announced by Francis J. Braceland, M. D., president 
of the American Psychiatric Association and psychiatrist-in-chief of the In- 
stitute of Living, Hartford, Conn., who is chairman of the committee of 
23 planning the forum program. ‘‘The forum,’’ says Dr. Braceland, ‘‘ will 
seek to outline what we now know about how to foster mental health, and 
to encourage more effective use of that knowledge.’’ The forum, conducted 
by the National Health Council, is one event of a week’s program, starting 
March 18 and including other meetings and projects sponsored by the 
council. 

Dates for Yale University’s fifteenth annual Summer School of Alcohol 
Studies have been announced as July 1 to July 27, 1957. This is an inter- 
disciplinary school, with enrollment limited to 200 students but open to 
physicians, caseworkers, psychologists, clergymen, supervisors in industry 
and others. 

The Institute of General Semantics announces its nineteenth winter 
seminar will be conducted with a 40-hour program from December 27 to 
January 2 at Lime Rock Lodge, Lime Rock, Conn. The seminar will include 
lectures, discussions and non-verbal training, with applications in teaching, 
research, the arts and science. 

The Auxiliary Council to the Association for the Advancement of Psy- 
choanalysis is conducting its fifteenth annual program from September 
1956 to April 1957, with a series of lectures, discussion meetings and sem- 
inars in New York City. The auxiliary council is a volunteer organization 
devoted to improving general mental health. 

The National Association for Music Therapy, Inc. held its seventh an- 
nual conference in Topeka, Kas., October 18, 19 and 20, 1956. Musicians, 
psychiatrists and members of allied professions attended. 
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NEW PUBLIC HEALTH MONOGRAPHS ANNOUNCED 


Publication has been announced of two new Public Health monographs 
of particular interest in the psychiatric and mental hygiene fields. They 
are No.’s 41 and 42, Public Health and Social Problems in Use of the Tran- 
quilizing Drugs by Morton Kramer, Se. D., and Some Aspects of Child 
Guidance Intake Policy and Practices by Forrest N. Anderson and Helen 
C. Dean. The latter concerns in particular problems of screening patients 
and problems of relationship of clinics with other agencies. Single copies 
of either may be obtained on request from the Public Inquiries Branch, 
Public Health Service; and they are for sale by the Superintendent of 
Documents, the monograph on child guidance clinics at 20 cents, that on 
the tranquilizing drugs at 25 cents a copy. 
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NATIONAL SURVEY TO BE MADE OF ‘‘PEOPLE’S TROUBLES”’ 


A national opinion survey of people who feel troubled and of the 
‘*troubles’’ they feel will be conducted for the Joint Commission on Men- 
tal Iliness and Health as part of a three-year program financed by National 
Institute of Mental Health grants and private sources. The survey will be 
based on interviews with ‘‘several thousand’’ persons in various parts of 
the United States, intended to form a representative sample. Jack Ewalt, 
M. D., director of the joint commission, announces that the sampling will 
be done by the University of Michigan Research Center, which is widely 
known for public attitude studies. 
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TWO DAY HOSPITALS OPEN FOR MENTAL PATIENTS 


Two day hospitals, intended as pilot projects, have been opened by the 
New York State Department of Mental Hygiene. Suitable patients receive 
care in them on a voluntary basis during the day, returning to their homes 
in the afternoon and continuing their usual family and community activi- 
ties. A hospital at 105 Schermerhorn Street, Brooklyn, was opened on Oct- 
ober 8, 1956; one at Hudson River State Hospital has been open since 
July 2. The Brooklyn hospital. has four semi-private rooms, accommodating 
eight patients, at the address where the Brooklyn aftercare clinic is lo- 
cated. There are examining rooms, electric shock treatment rooms and 
three large rooms for occupational therapy use. Only convalescent patients 
referred by the Brooklyn and Manhattan aftercare clinics are being treated 
at the Brooklyn Day Hospital; and it is expected to reduce the number of 
patients requiring rehospitalization after convalescence. 
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NEW YORK SPURS VOLUNTEER SERVICE ACTIVITIES 


New York State has inaugurated a program to increase the use and 
effectiveness of volunteer work in the state’s mental institutions, with 
the appointment by Mental Hygiene Commissioner Paul H. Hoch, M. D., 
of Miss Barbara Griffiths as a full-time state director of volunteer aid 
services. Miss Griffiths has been director of volunteers at Hudson River 
(N. Y.) State Hospital where a pilot project has been in operation for the 
last three years; her position was the first of its kind in the state institu- 
tion system. She is now surveying all the institutions of the Mental Hygiene 
Department in preparation for broadening the program. The expanded 
volunteer activities are being sponsored by the New York State Society 
for Mental Health under a grant from the Doris Duke Foundation, and 
the society hopes this will serve to stimulate similar efforts in other states. 
Miss Griffiths comes to head the official New York efforts with a background 
of experience as a Red Cross field director in Veterans Administration 
hospitals. 
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AWARDS AND FELLOWSHIPS ANNOUNCED 


Theodore Lidz, M. D., chairman of the Hofheimer Prize Board of the 
American Psychiatric Association, has announced that published articles 
may be submitted for consideration for the 1957 award through February 
1957. The annual prize of $1,500 will be announced at the annual meeting 
of the American Psychiatric Association; it is given for an outstanding 
research contribution to psychiatry or mental hygiene, which has been pub- 
lished within three years of the award date. The contestant must have been 
not over 40 and a citizen of the United States or Canada at the time his 
article was submitted for publication; if a group, the median age must 
have been not over 40. 


The annual awards offered by the Schering Corporation for papers by 
medical students will total $4,500 for 1957, a $1,000 first prize and a $500 
second prize for papers on each of three selected topics. One of the topics 
is, ‘‘Recent Advances in the Biochemical Aspects and Treatment of Mental 
Disease.’’ Entry forms should be submitted by January 1, 1957. 

Fellowships for the training of psychiatrists interested in the emotional 
problems of the physically disabled are announced by the National Found- 
ation for Infantile Paralysis. Financial support ranges from $3,600 to 
$6,000 a year or more, depending on marital status and number of depen- 
dents; and tuition and fees are paid for full academic programs. United 
States citizens, who are physicians with two years of graduate training 
acceptable to the American Board of Psychiatry and Neurology, are eligible. 
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WALLIN’S BOOK CITED AS OUTSTANDING 

Education of Mentally Handicapped Children by J. E. W. Wallin, has 
been cited in the Journal of the National Education Association as one of 
the 60 outstanding books in education published in 1955. His previous 
book on handicapped children was similarly cited 31 years previously. The 
author observed his eightieth birthday on January 21, 1956. There was a 
celebration by the Gardens Century Club in Lyndalia, Delaware, with 175 
letters and telegrams received from 24 states. 
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